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Pyuria: a Study of 
One Hundred Cases 


FRANK J. Pye, M.D. 
ORLANDO 


Pyuria, pus or white blood cells in the urine, 
is a common and important finding. The cells 
may appear in macroscopic or microscopic quan- 
tity. A diagnosis of pyuria should be made from 
the second portion of the urine in the two glass 
test in the male, and from a catheterized speci- 
men in the female, for voided urine in the female 
may contain pus cells from the vagina or urethral 
glands. Also, pyuria cannot be determined by 
gross examination of the specimen even if the 
yrates are dissolved by heating and the phosphate 
eliminated by acetic acid. The diagnosis can be 
made only by microscope. The addition of a 
small amount of 1 per cent acetic acid crenates 
the red blood cells and clears the pus cell cyto- 
plasm, thus making the nucleus stand out distinct- 
ly. Further study of the urine includes culture 
and stained smear. 





Pyuria having been established as present, its 
cause must be determined. The causes are listed 
in figures 1, 2 and 3, and must be carefully search- 
ed for. 

Simple roentgen examination defines 95 per 
cent of calculi; the remaining 5 per cent being non- 
opaque, it reveals the position of the kidneys and 
rules out extrarenal pathology in many cases. A 
satisfactory urologic examination then includes 
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careful investigation for urethritis, specific and 
nonspecific, and for stricture. The two glass test 
in the male and inspection of Skene’s glands in 
the female are required. It is usually wise to pass 
a 24 sound or bougie to rule out stricture and 
assure that a cystoscope will pass readily. Digital 
examination by rectum should be routine in all 
men over 50. This routine will render the 
examiner familiar with the normal and thus facil- 
itate his recognition of the abnormal. 
junction with the roentgen studies, such exami- 
nation can rule out calculi in the prostate. All are 
familiar with the common adenoma or so-called 
benign hypertrophy of the prostate, but too many 
early carcinomas escape detection. Routine 
smears from the prostate and seminal vesicles 
should be examined for pus cells. It is my belief 4 
that prostatitis is frequent in all age groups and 


In con- 


° q 
not often caused by previous gonorrhea. 
Cystoscopic examination must be careful and 
thorough. Inspection of the bladder and prostatic q 
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Fig. 2. Causes of pyuria—vesical 
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Fig. 1. Causes of pyuria—lower urinary tract 


Read before the Florida Medical Association, Seventy-Fifth 
Annual Meeting, Belleair, April 11, 1949. 


Fig. 3. Causes of pyuria—upper urinary tract 





urethra will determine whether or not vesical cal- 
culi, tumors or ulcers are causing pyuria. It will 
furthermore reveal the size and shape of the pros- 
tate, and median bars when present. Study of the 
upper portion of the tract includes passage of 
catheters to the kidneys and a record of residual 
urine in the renal pelves; it also provides speci- 
mens for microscopic examination through stained 
smears and cultures when indicated. This ureteral 
catheterization together with kidney function 
tests by phenolsulfonphthalein or indigo carmine, 
plus retrograde pyelograms, gives a complete pic- 
ture of the entire urinary tract. It is especially 
important that a roentgenogram in the vertical 
posture be made after the catheters are with- 
drawn. 

My associates and I selected 100 consecutive 
cases of pyuria in 1948 and analyzed them as 
shown in figure 4. 

There were 20 cases with pyuria the only 
symptom, 52 cases with bladder symptoms added, 
and 28 cases with symptoms referred to one or 
both kidneys, with or without bladder symptoms. 
We took especial interest in the 20 cases of pyuria 
alone since they are the ones most often treated 
by the physicians using the various new chemo- 
therapeutic drugs so popular today. A further 
break-down is shown in figure 5. 

Here it is shown that in 9 cases, or 45 per cent 
of those in which pyuria alone was present with 
no bladder symptoms, pathologic change was pres- 
ent in the upper part of the urinary tract, and 
in 7 surgical intervention was required. In only 
27 per cent of the cases with bladder symptoms, 
however, was there a pathologic condition in this 
area, and in only 8 per cent were major surgical 
measures required. Furthermore, of the third 
group, in which definite disease of the upper por- 
tion of the tract would be expected, pathologic 
change was present in only 50 per cent of the 
cases, and but 18 per cent required surgical treat- 
ment. 

There are shown, in brief, in figures 6 to 12 








Number of 
Symptoms Cases 
Pyuria alone 20 
Pyuria 
Frequency and burning 
’ Pain on voiding 
Bladder symptoms Burning on voiding 52 
Urgency 
Difficult urination 
Upper urinary tract eg : 
with or without — rg — 28 
bladder symptoms 
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inclusive the history, findings, and surgical treat- 
ment in the 7 cases of pyuria alone. 

Of the 7 cases, 5 required nephrectomy. In 
1 other case of pyuria, not included, there was 
bilateral nephrolithiasis of the staghorn or dendrit- 
ic type. This patient’s general condition con- 
traindicated anesthesia and major surgery. These 
cases illustrate the importance of an early com- 
plete urologic investigation for a pathologic con- 
dition and its eradication. This study, in con- 
junction with precise bacteriologic data, including 
the identity of the causative organism and use of 
the drug or drugs capable of destroying the bac- 
teria found, cannot be overstressed. 

Further study was made on 25 cases in which 
we obtained urine culture. Figure 13 gives the 
organisms found in order of frequency. It has 
now become important that urine cultures be ob- 
tained so that the drug which is most efficacious 
may be used. Otherwise, an expensive and non- 
effective drug may be wasted, or serious results 
may ensue. 

Treatment 

A survey of the literature discloses a trend away 
from the alkaline-acid rotation and towards treat- 
ment by drugs only, such as kexamethylenamine, 
acid sodium phosphate, sulfonamides, mandelic 
acid, penicillin, streptomycin and at the present 
moment, a selection of the chemotherapeutic drug 
or drugs most effective against the particular 
organism. Now the sulfonamide drugs are used 
in combination to decrease their toxicity; mandelic 
acid is combined with methenamine,’ and such 
a combination as sulfathiazole and methylene blue 
enhances synergistic action.” 

In the selection of drugs, the offending organ- 
ism is of first concern. The doctor may believe 
that it is not feasible to obtain cultures, but he 
can obtain an uncontaminated bladder specimen 
for culture and have a report on this from the 
laboratory. When this is impracticable, sulfathia- 
zole or sulfathiazole and sulfadiazine combined 
are the drugs of choice, provided they are toler- 
ated. Since all are familiar with these drugs, it 
is needless to repeat precautions. 








Involvement 


Symptoms Cases of Upper Major Surgery 
Urinary Tract 
Pyuria alone 20 9 (45%) 7 (35%) 
Bladder symptoms 
including pyuria 52 14 (27%) 4 (8%) 


Upper urinary tract 
symptoms plus the 
two above 28 14 (50%) 5 (18%) 





Fig. 4. Analysis of 100 cases of pyuria 


Fig. 5. Analysis of 100 cases of pyuria 
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HISTORY 
FINDINGS 


SURGERY 


Case 1.—Mrkrs. A. C. J., aged 47 
Persistent pyuria for two years; right ureteral 
calculus removed eight years before 
Right pyelolithiasis 
Right pyelolithotomy 
Cured 
Figure 6 


Case 2.—Mr. W. C. B., aged 48 

General fatigue and pyuria of three or four 
years’ duration 

Right nephrolithiasis with nonfunctioning kid- 
ney ; chronic prostatitis 

Right nephrectomy 

Cured 

Figure 7 


Case 3.—Mrs. M. E. D., aged 74 
Persistent pyuria for three years 
Right pyonephrosis with nonfunctioning kid- 
ney 
Right nephrectomy 
Cured 
Figure 8 


Case 4.—Mr. E. B. M., aged 60 

Pyuria for four years 

Right pyoncphrosis with nonfunctioning kid- 
ney ; left hydronephrosis 

Right nephrectomy ; left pyeloureteroplasty 
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Figure 14 shows the drug applicable to spe- 
cific organism. 

Different investigators disagree as to the order 
of choice, but this is a working table applicable to 
average cases. The order will change with the 
method of administration. Since, so far, the oral 
route has not turned out to be practicable for 
penicillin and streptomycin therapy, the first 
choice of drug by this route differs. Furthermore, 
toxicity or sensitivity of the individual patient 
influences choice. 

In the case of the sulfonamides our resu!ts have 
been more satisfactory and uniform by using sul- 
fathiazole or sulfathiazole and sulfadiazine. Sul- 
facetimide is recommended as more reliable in 
the Bacillus coli group,” but this has not proved 
true in our experience. Sulfathaladine’ * (1 Gm. 
four times a day for three weeks) and sulfasuxi- 
dine have been particularly effective in B. coli 
pyuria. The effect here is apparently twofold: 
(1) elimination of foci of infection in the intestinal 
tract, which increases resistance, and (2) the pre- 


RESULT Cured : ss : ‘ 
Figure 9 vention of the escape of organisms into the urinary 
tract." Johnson” and his associates found that 
Case 5.—Mr. J. W. N., aged 51 0.10 Gm. of sulfathaladine per kilogram of body 
History Pyuria routine finding; low backache; con- eight daily for n t ike tn canieniont tr 
stipation weight daly lor one or two weeks Is equivalent t 
Finpincs_ Right pyelolithiasis; chronic prostatitis and 0.25 Gm. of sulfasuxidine per kilogram daily for 
prostatic calculi . ’ : “a : 
Surcery Right pyelolitl:otomy one week followed by one-half this dose for the 
Resutt Cured second week. 
Figure 10 es as ‘ ‘ 
. Mande'ic acid is now returning to its deserved 
Case 6.—Mnrs. N. I. S., aged 56 position. Campbell’ used 10 to 15 Cm. of cal- 
History  Pyuria for four years cium or ammonium mande'ate daily, while Carroll 
Finpincs_ Right pyelolithiasis with nonfunctioning kid- ites) pe eae ete : 
ney; left ureterolithiasis ad 
Surcery Left pyelolithotomy; cystoscopy with removal ; Number Per Cent 
of left ureteral calculus using stone basket; Escherichia coli 9 36 
right nephrectomy Alcaligenes aerogenes 6 24 
RESULT Cured Aerobacter aerogenes 2 Ss 
Figure 11 Nonhemolytic Staphylococcus aureus 2 8 
Pseudomonas aeruginosa (Bacillus 
a ae . ‘ pyocyaneus) 2 8 
Case 7. Mrs. F. Q., aged 63 Shigella alkalescens I 4 
History Pyuria for several years a Nonhemolytic streptococcus 1 4 
Finpincs  Vesical calculi; right nephrolithiasis Paracolon bacillus 1 \ 
Surcery  Litholapaxy; right nephrectomy Proteus morganii 1 4 
RESULT Cured a -—— 
Figure 12 Fig. 13. Urine cultures—25 cases 
Organisms ist Choice 2nd Choice 3rd Choice 
Streptococci ‘ Penicillin Sulfadiazine Sulfathiazole 
Staphylococci Penicillin (1 Gm. doses) Sulfathiazole Sulfadiazine 
Streptococcus faecalis Mandelic acid (Mandelamine) Streptomycin (1 Gm. doses) Sulfadiazine or/and sulla 
thiazole 
Aerobacter aerogenes Streptomycin Sulfathiazole Sulfadiazine 
Pseudomonas aeruginosa Streptomycin (1 Gm. doses) Mandelic acid Sulfathiazole or/and sulfa- 
(Bacillus pyocyaneus) ; diazine 
Proteus vulgaris Streptomycin Sulfathiazole Sulfadiazine 


Abacterial pyuria 


Arsenical (IV) 


Mycobacterium (tuberculosis) Streptomycin 


Escherichia 


coli Streptomycin 


Sulfathaladine 


(Selected cases) ee ee 
Sulfathiazole or/and sulfa- 
diazine 





Fig. 14. Selective drug therapy 








and his co-workers” ” recommended sodium man- 
delate (25 cc. of 20 per cent solution) intrave- 
nously twice daily. Mandelic acid is almost spe- 
cific against enterococcus Streptococcus faecalis’ 
and is of proved value against Pseudomonas aeru- 
ginosa, staphylococci and streptococci. Mandelic 
acid operates only in acid urine; so the hydrogen 
ion concentration should be kept under 5.5. 

The greatest effectiveness of penicillin’” * 
in staphylococcal, streptococcal and gonorrheal 
infections. The new preparations, because they 
maintain a prolonged blood level, may be used 
with good effect in office practice; but the indis- 
criminate use of penicillin must be condemned. 
Its potency may be increased by use of caron- 
amide,’* maintenance of acidity of urine and addi- 
tion of one of the sulfonamides (sulfathiazole or 
sulfadiazine). This addition may prevent acquired 
resistance. 

Streptomycin is one of the latest of our anti- 
biotic agents. Its usefulness has been chief- 
ly against the gram-negative bacteria. It is of 
high worth in the treatment of infections of the 
urinary tract due to Escherichia coli, Aerobacter 
aerogenes (Bacillus lactis aerogenes), Pseudom- 
onas aeruginosa (Bacillus pyocyaneus) and 
Proteus vulgaris.'"**'* The effect is increased 
sixteen times when the hydrogen ion concentration 
is raised from 5.5 to 8.0'" (except in the case of 
urea-splitting organisms). Early large doses, 2 to 
4 Gm. daily in divided doses every four to six 
hours, should be given, for many patients develop 
resistance to streptomycin. Its use, combined with 
penicillin and/or the sulfonamides may prevent 
this fastness."° This drug should be given only 
when the patient is under close supervision, for 
middle ear disturbances may occur and they may 
be permanent. Streptomycin should be used in 
tuberculosis of the urinary tract both preoperative- 
ly and postoperatively, but its value, except in sur- 
gical cases, remains the subject of experiment. 

Lastly, the arsenicals have been used of late 
in abacterial pyuria, and promising results are 
reported by Moore,"’ Vassallo,’" Coutts and Var- 
gas-Zalazar’’ and Hamm.” Treatment with nov- 
arsenobenzol,’’ 0.3 to 0.45 Cm. every four to seven 
days for four doses, has given more satisfactory 
results than mapharsen in 0.3 Gm. doses every five 
days for five doses.” 


is 


Summary 


All proved pyuria calls for complete urologic 
studv. 
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In the series of 100 cases here presented there 
are as many with disease of the upper part of the 
urinary tract and pyuria alone as there are when 
definite symptoms pointing to the upper portion 
of the urinary tract are present. 

Eradication of the pathologic condition when- 
ever possible must be carried out before a cure can 
be expected, with or without chemotherapy. 

The drug should be selected for the specific 
organism present. . 

The indiscriminate use of modern chemother- 
apeutic drugs is deplored. 
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Discussion 


Dr. Rosert J. Brown, Jacksonville: I enjoyed Dr. 
Pyle’s paper very much. I think the subject was appropri- 
ate and the paper thorough. 

Pyuria is of primary concern to all of us, and though 
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it is usually simple to determine the source of pus com:ng 
from the urinary tract distal to the bladder, it is not al- 
ways easy to learn the reason for pus in the bladder or 
above. Here the cystoscope and the ureteral catheter play 
an important role, for by their use the pus can usually 
be traced to its source. 

As Dr. Pyle brought out in his paper and Dr. McIver 
also brought out, persistent or recurrent pyuria should be 
thoroughly investigated. With improvements in instru- 
ments, technic and anesthesia examination may now be 
done safely. With newer and smaller instruments children 
of any age may be thoroughly studied without ill effects; 
in fact they seem to tolerate the procedure better than 
adults. 

Dr. Campbell, in his book on pediatric urology, ana- 
lyzed 580 cases of chronic infection of the urinary tract. 
In this series 152 (26.2 per cent) of the patients were 
cured, 245 (42.4 per cent) were improved, 50 (8.6 per 
cent) were unimproved, 74 either refused treatment or 
were lost tract of, and 58 (10 per cent) died. These 
figures were reported before the later chemotherapeutic 
and antibiotic drugs were in use, but none the less they 
are impressive as to the need for early diagnosis and ade- 
quate treatment. In congenital defects of the urinary tract, 
often pyuria may be the only sign, or it may be accompa- 
nied by subjective symptoms which may not be relied up- 
on. It is most important in these cases that the disease be 
recognized early before irreparab'e damage occurs. 

In Dr. Pyle’s series, I was impress:d with the 20 cases 
in which the only symptom was pyuria and one fourth 


Urologic Consideration 


required nephrectomy. I have recently observed similar 
cases of advanced renal disease in which the patients had 
been treated for recurrent pyuria, some for many years. 
I should like to echo his belief that these cases should be 
investigated early and completely. 

Dr. T. Leon Howarp, Denver, Colo.: I am glad to 
hear this paper being read before general surgeons and 
practitioners, for these are the men who see these cases 
first; seldom does the patient get to the urologist during 
the period of his first symptoms. Consequently, it is up 
to the practitioners doing general surgery and medicine to 
recognize the source of the patient’s infection and refer 
the case before the pathologist takes over, as Dr. McIver 
has so aptly said. Pediatr:cians are directly responsible 
for pathologic conditions in children, and it must be made 
plain to them that their responsibilities are great, for if 
these conditions in a child are not corrected, the future 
health of that child will always be jeopardized from this 
early lack of a correct d‘agnosis. 

Dr. Pyle’s paper covered a great deal of work, and 
I hcpe it is appreciated. You doubtless do not realize the 
multitude cf examinations that were made in the prepara- 
tion of this paper. I wish to compliment him on his 
thoroughness. 

Tie use of our present day antibiotics often produces 
a sterile urine, but the patient is left with the pathologic 
condition that was the direct cause of the infection. We 
must be forever cn the lookout to remove that cause and 
in this way prevent damage that is irretrievable if there 
is procrastinaticn. 


of Urinary Incontinence 


in the Female: Analysis of One 
Hundred and Twelve Cases 


ARTHUR J. Butt, M.D.* 
PENSACOLA 
AND 


W. E. Kittrepce, M. D.** 
NEW ORLEANS 


The principal disorders of urinary control in 
women are stress incontinence and urgency in- 
continence. These two types of incontinence are 
closely related and are often associated in the 
same patient. A delineation between them is es- 
sential, as the proper method of treatment de- 
pends upon this differentiation. All too frequently 
women with incontinence are subjected to surgery, 
without relief oftheir symptoms, because of inade- 
quate investigation as to the cause of the incon- 
tinence. Incontinence due to great relaxation 
and/or defects of the supporting structures of the 
urethra and bladder is a true stress incontinence, 
and surgical correction is usually indicated; how- 


ss Formerly Fellow in Urology, Ochsner Foundation, New 
Orleans, 

**Department of Urology, Ochsner Clinic, Tulane University 
School of Medicine, New Orleans. 

Read before the Florida Medical sencuee, Seventy-Fifth 
Annual Meeting, Belleair, April 12, 1949 


ever, in some cases in which the incontinence is 
due to mild cystourethrocele there is favorable re- 
sponse to conservative treatment. The urgency 
type of incontinence, although common, is not 
often considered when the cause of dysfunction 
of urinary control is being determined. This type 
is most commonly due to chronic urethritis and 
simple cystitis. It is relieved by conservative 
treatment in the great majority of cases. 


An understanding of the anatomy of the fe- 
male bladder and urethra and the physiology of 
micturition is essential to a thorough evaluation 
of incontinence. The adult female urethra is a 
tubular structure which averages approximately 
3.5 cm. in length and accommodates a size 26-28 
French sound. From the vesical orifice, the 
urethra extends downward and forward to the 
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meatus which opens in the midst of the vestibule. 
In this position it is directly anterior to the lower 
part of the vagina. The histologic anatomy of the 
female urethra and the relationship of the urethra 
and trigone to the female reproductive organs are 
an important predisposing factor to the invasion of 
disease. The contaminated vaginal secretions of- 
fer a constant source of infection to the lower 
portion of the urinary tract because of the proxim- 
ity of the external meatus to the vagina. The 
urethra is lined with squamous epithelium in its 
outer two thirds and with transitional epithelium 
which merges with that of the trigone in its inner 
one third. The paraurethral glands of Skene open 
on both sides of the external urethral orifice. In 
addition to these, there are numerous urethral 
giands which open into the lumen of the canal. 


In the normal female the tonus of the vesical 
sphincter is sufficient to prevent the passage of 
urine from the bladder. Constant voluntary con- 
traction of the vesical sphincter is, therefore, not 
necessary for urinary incontinence. With the 
b!adder at rest, the sphincter is firmly closed, but 
is not in a state of continuous contraction. It 
contracts actively only when a desire to void is 
suppressed. If, from its resting, closed state, the 
sphincter is gradually distended, it will exert a 
contractive force proportionate to the degree of 
distention.’ Active contraction of the wall of the 
bladder produces relaxation of the urethra, and 
distention of the urethra causes contraction of the 
detrusor muscle.’ If the urethra is not distended, 
contraction will not occur; but once it is opened 
by trigonal action and stretched by fluid passing 
through it, the muscle tends to close. The loss of 
this “reactive contraction” mechanism undoubted- 
ly contributes much to the causation of inconti- 
nence in the female.’ The deposition of fibrous 
tissue in the posterior urethra and neck of the 
bladder, as a result of chronic infection in this 
area, is one of the primary causes of loss of re- 
active contractivity. Also, the presence of in- 
flammatory polyps at the neck of the bladder may 
interfere mechanically with the activity of the 
urethral sphincter. Irritation of the urethra may 
cause relaxation of the vesical sphincter, either 
directly or indirectly, when the sphincter becomes 
re’'axed as a result of reflex contraction of the 
detrusor muscle.’ These conditions might explain 
coexistence or alternation of symptoms of urinary 
frequency, obstruction and incontinence. Fibers 
of the reflex arc run through the pelvic and pudic 
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nerves; consequently, stimulation of these nerves 
often produces dysfunction of the urethral sphinc- 
ter. For this reason urinary symptoms frequent- 
ly occur in patients with pelvic disease. 

With urinary frequency there is a frequent de- 
sire to urinate, but incontinence does not occur 
if the desire is satisfied. With urgency of urina- 
tion there is usually, but not necessarily, an as- 
sociated frequency. If the desire to void is not 
satisfied within a short time, urine may be spilled. 
Urgency may occur with a normal bladder which 
is abnormally distended, it may be the result of 
mental influence, or it may be the result of vesical 
or urethral infection or irritability. In urgency 
incontinence there is always first the desire to 
vuid, while in stress incontinence this desire is not 
fet. Stress incontinence may result from any 
cause of increased intravesical pressure which is 
sufficient to overcome decreased resistance result- 
ing from a defective vesical sphincter mechanism. 
Urgency and stress incontinence are not infre- 
quently present in the same patient. In such 
cases the women will, at one time, lose urine be- 
cause they are unable to reach the toilet soon 
enough when they feel an irresistible urge to uri- 
nate. At another time, they may not realize that 
they have spilled urine until it dribbles down their 
legs or their underclothes become wet. 

All patients who present the symptom of uri- 
nary incontinence require a careful investigation. 
Examination consists of inspection and palpation 
of the urethra and pelvis, urinalysis, cystourethro- 
scopic study, and roentgenograms as indicated. A 
Gram stain should be made of any purulent 
urethral discharge to exclude gonorrheal urethritis. 
Culture of the suspected material may be neces- 
sary to detect specific infection in some cases. 
Urethral catheterization is done in all patients to 
(1) obtain an uncontaminated urine specimen; 
(2) determine if a stricture is present; (3) deter- 
mine the presence of residual urine; and (4) de- 
termine the capacity of the bladder. Neurogenic 
lesions as a cause of incontinence must be ex- 
cluded by appropriate neurologic examination. 
When an obvious cause of incontinence is not dis- 
cernible, roentgenologic examination must be made 
to exclude developmental anomalies or other uro- 
logic cause of dysfunction of the bladder. 

Irritability of the bladder which results from 
nonspecific cystitis is a rather common cause of 
incontinence. The most important causative or- 
ganisms are the colon bacillus, staphylococcus and 
streptococcus. These are demonstrated by methy- 
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lene blue stain, which is done routinely on all 
specimens. Gram’s stain and urine cultures are 
the diagnostic measures performed when more 
definitive determination of the organisms is neces- 
sary. Intractable urgency incontinence is a fre- 
quent symptom in cystitis of tuberculous origin. 
A thorough search for the tubercle bacillus should 
be carried out in all patients with symptoms refer- 
able to the bladder who have a sterile pyuria or 
in whom tuberculosis is suspected. Interstitial 
cystitis (panmural cystitis, Hunner’s ulcer, elusive 
ulcer) has a special predilection for the female. 
Markedly painful urination which may eventuate 
in an almost constant urgency incontinence is ex- 
perienced in many patients with this distressing 
type of cystitis. This condition should be sus- 
pected when there is extremely painful urination, 
frequency and a sterile urine. The presence of 
the lesion is confirmed by cystoscopic examination. 


When symptoms of diurnal and nocturnal fre- 
quency with burning and urgency of urination are 
’ present, chronic urethritis (also called nonpurulent 
urethritis, nonspecific urethritis, or granular ure- 
thritis) should be suspected. It is particularly 
significant that in 95 per cent of such cases, 
urinalysis gives negative results.‘ This condition 
is commoner than is generally realized and is fre- 
quently overlooked as a cause of many acute and 
chronic urinary symptoms.’ “*’""***’*"'" The history 
and a urinalysis giving negative results usually 
give a good indication as to the presence of this 
condition. Introduction of the catheter as a rule 
reveals an extremely sensitive urethra. The cys- 
tourethroscopic picture is that of an infected, gran- 
ular-appearing posterior urethra and an irregular, 
inflamed neck of the bladder. The latter is often 
covered by small cysts and polyps. Frequently, 
the trigone is injected (trigonitis), and it may be 
covered by small inflammatory cysts which are 
superimposed upon the hyperemic mucosa of this 
area. 

Glingar,"’ in 1924, was one of the first to treat 
incontinence conservatively by cauterizing the 
neck of the bladder. Later this method of treat- 
ment was claimed to be successful by numerous 
European gynecologists and urologists. Despite 
their reports, the assumption persisted that incon- 
tinence is the result only of mechanical defects of 
the supporting structures of the bladder and ure- 
thra, and that surgery offers the only hope for 
cure. Recently, however, renewed interest in the 
conservative treatment of incontinence has been 
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stimulated by reports of favorable results from 
the nonsurgical treatment of incontinence in se- 
lected cases.**”"**""*° 

Urologic treatment of incontinence is directed 
toward relieving cystitis and urethritis, if these 
conditions are the cause of the disorder. When the 
urine is infected, a course of chemotherapy or 
antibiotic therapy is given, and the incontinence 
is usually relieved by this treatment alone. In all 
cases of urinary infection there should be a com- 
plete investigation of the urinary tract to deter- 
mine the source of infection. The cystitis of 
tuberculosis and interstitial cystitis require fur- 
ther studies and special types of treatment which 
will not be discussed here. 

When the diagnosis of chronic urethritis has 
been established, therapy invoives, chiefly, three 
procedures: (1) irrigation and distension of the 
bladder; (2) dilatation of the urethra with sounds; 
and (3) instillation of silver nitrate solution into 
the posterior urethra. Because of the presence of 
cicatricial tissue, resulting from chronic infection, 
it is essential that the urethra be dilated by pas- 
sage of sounds up to size 28 to 30 French. One 
should begin with whatever size sound the urethra 
will comfortably accommodate. If there is decid- 
ed narrowing of the external urethral meatus, 
meatotomy should be performed. Silver nitrate 
is instilled in the posterior urethra by means of a 
Keyes instillator. Two cubic centimeters of 0.5 
per cent solution is used as an initial instillation, 
and gradually the percentage of the solution is in- 
creased with each treatment to a maximum of 2 
per cent in cases in which it is tolerated. A series 
of five to six weekly treatments will usually suf- 
fice. The administration of estrogenic hormones 
to a patient in the postmenopausal period will fre- 
quently alleviate the symptoms of incontinence 
when used in conjunction with the previously de- 
scribed treatment. We have observed that a bet- 
ter local effect results from estrogenic supposi- 
tories than from oral or hypodermic administra- 
tion. In cases of incontinence due to mild cys- 
tourethrocele treatment should be conservative at 
first in order to determine if relief can be obtained 
by this method. Any existing urinary infection 
must be eradicated. Local treatment of the blad- 
der and urethra is carried out as outlined for 


chronic urethritis. 


Clinical Analysis 


One hundred and seventy-six unselected cases 
of urinary incontinence, treated at the Ochsner 
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Clinic and in private practice by one of us 


(A.J.B.), were analyzed. There were 112 pa- 


tients in whom incontinence was due to urologic 
disease (simple cystitis or chronic urethritis), 
gynecologic disease (mild cystourethrocele), and 
urologic and gynecologic disease (simple cystitis 
or chronic urethritis and mild urethrocele). It is 
this group of patients with which this clinical 
analysis is concerned. There were 64 patients in 
whom the cause of incontinence was due to de- 
velopmental anomalies of the urinary tract, neuro- 
logic lesions, cystitis associated with tuberculosis, 
interstitial cystitis, and gynecologic disease which 
obviously required surgical correction. This group 
of cases was excluded from the clinical analysis. 


Sixty-six patients or 59 per cent had as a cause 
of incontinence urologic disease. In 30 patients 
or 27 per cent, incontinence was due to gyneco- 
logic disease. Incontinence was due to both urologic 
and gynecologic disease in 16 cases or 14 per cent. 
An analysis of these cases was made in an effort 
to differentiate clinically between urgency incon- 
tinence which was due to pathologic change in the 
urologic tract and stress incontinence which was 
due to pathologic change in the gynecologic tract. 
The cases in which there was a combination of 
urgency and stress incontinence were analyzed 
(tables 1, 2, 3 and 4). Patients with urgency in- 
continence were the youngest group. They had 
had symptoms the shortest period of time, had the 
least number of children, and more were child- 
less; also they had the least number of previous 
operations for relief of incontinence. Those pa- 
tients with both urgency and stress incontinence 
had symptoms the longest period of time, were 
older than the first two groups, had more children 
and none were childless; in addition, they had 
been subjected to more previous operations for 
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the relief of incontinence. Symptoms referable to 
the bladder were commoner in those with urgency 
and combined urgency and stress incontinence. 
Those with stress and urgency and stress incon- 
tinence more frequently complained of pain in the 
lower portion of the abdomen, pelvic pain and 
backache. 

There were 16 cases in which simple cystitis 
was the cause of urgency and urgency and stress 
incontinence. Usually treatment of the urinary 
infection relieved the incontinence; however, in 


Table 1.—Comparative History in Urgency, 
Stress, and Urgency and Stress Incontinence 
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Table 2.—Comparative History in Urgency, 
Stress, and Urgency and Stress Incontinence 
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Table 3—Comparison of Symptoms in Urgency, Stress, and Urgency and Stress Incontinence 
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Table 4.—Comparison of Symptoms in Urgency, Stress, and Urgency and Stress Incontinence 
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several cases local treatment of the urethra was 
necessary to give the patient complete relief of 
incontinence. Twenty patients with urgency in- 
continence and two patients with urgency and 
stress incontinence had hematuria as a symptom, 
whereas none of the patients with stress inconti- 
nence had complained of passage of blood. 

Conservative treatment cured 88 per cent of 
patients with urgency incontinence, improved 9 
per cent, and left 3 per cent unimproved. Sixty- 
three per cent of those with stress incontinence 
were cured, 10 per cent were improved, and 27 
per cent were unimproved. Of those with urgency 
and stress incontinence, 31 per cent were cured, 
31 per cent were improved, and 38 per cent 
were unimproved (table 5). 


Summary and Conclusion 


A comparative analysis is made as to symptom- 
atology in 112 patients with urgency, stress, 
and combined urgency and stress incontinence. 

Incontinence associated with frequent, painful 
and urgent desire to urinate is an urgency incon- 


tinence. Conservative treatment relieved or cured 
97 per cent of patients with this type of in- 
continence. Seventy-three per cent of patients 
with stress incontinence due to mild cystoure- 
throcele were relieved or cured, and 62 per cent 
of patients with both urgency and stress incon- 
tinence were relieved or cured. In many of these 
patients, previous surgical measures for the relief 
of incontinence had been unsuccessful. Conserva- 
tive treatment of urgency incontinence is dis- 
cussed. 

It is urged that all patients complaining of a 
significant urinary incontinence be given an ade- 
quate urologic investigation before the decision for 
surgical correction is made. 
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Discussion 


Dr. Linus W. Hewit, Tampa: I certainly enjoyed Dr. 
Butt’s paper and wish to state that all of us can help 
patients with stress incontinence by dilating the urethra 
with a sound. The dilation should be started with size 
20 F and the urethra dilated to size 28 F. It is a simple 
procedure and in many patients this alone will bring about 
a cure. 


Multifocal Malignant Neoplasia: 
Case Report of an Unusual Combination 


of Unrelated Cancers 


LuciEN Y. DyRENFoRTH, M.D. 
AND 
ALPHEUS T. KENNEDY, M.D. 
JACKSONVILLE 


The coexistence of two or more malignant 
tumors in the same patient has been noticed from 
time to time and is of interest not only to the sur 
geon and to the pathologist but to all students of 
the cancer problem. Billiroth’ was a pioneer in this 
subject, as he was in many branches of medicine. 
His cases of multiple malignant growths, which 
were the first to be reported, were recorded in 
1863. It was necessary that certain requirements 
be met before this authority considered a case to 
be proved. He postulated that (a) each tumor 
must have a different histologic appearance, (b) 
the tumors must arise in different locations, and 
(c) each must produce its own metastases. 


Warren and Gates™ also studied this subject 
thoroughly, and they concluded that Billroth’s 
postulates are not always capable of fulfilment. 
They therefore established the following criteria: 
(a) each of the involved tumors should present a 
definite picture of malignant new growth: (b) 
each tumor should be a distinct entity; and (c) 
the probability that any one (or more) of the ob- 
served tumor loci might be metastatic secondary 
growth must be excluded. 


Other workers support the following criteria 
of Goetze:* (a) the tumors must have macroscopic 
and microscopic structures identical with the estab- 
lished neoplasms of the tissue and/or the organs 
involved; (b) the probability that one or more 
tumors are metastases must be excluded with cer- 
tainty; and (c) metastases may readily confirm 
the character of one or more of the primary tu- 
mors. In their studies at the Mayo Clinic, Han- 
lon,’ and Hurt and Broders” supported these cri- 
teria. 


A review of the literature reveals that multiple 
cancers occur in approximately 4 per cent of au- 
topsy material from patients who have previously 
had cancer. In their studies of a significant num- 
ber of cases, Warren and his associates” °° ap- 
proached the problem from the standpoint of inci- 
dence and also the various combinations of neo- 
plasms occurring. Some workers have attempted 
to prove that the presence of a malignant growth 
predisposes to the development of others. It is our 
opinion that this point is unacceptable at present 
and that the occurrence of two or more primary 
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lesions, concurrently or otherwise, is simply ‘a mat- 
ter of unrelated coincidence. 


The case presented here was observed at the 
Duval County Hospital and, interestingly enough, 
seems to fulfil even the rigid postulates of Bill- 
roth." At the same time, it is unusual. 


The patient in this case had an obvious car- 
cinoma of the breast of the medullary variety, and 
it had spread to the pectoral muscles, regional 
lymphatics, lungs, pleura and liver. The second 
neoplastic growth was a primary adenocarcinoma 
of the hypophysis, chromophobe cell type, which 
had spread to the frontal and temporal lobes of the 
brain. 


In discussing pituitary tumors one must con- 
sider the histopathology of the pituitary gland. 
Adenomas develop from either acidophil or baso- 
phil cells, but the majority of both benign and 
malignant growths develop from the chromophobe 
cells. These cells are nongranular and are not 
known to have any secretory activity. From a 
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surgical standpoint chromophobe adenomas are im- 
portant because often they are slow-growing and 
recognized on the basis of pressure symptoms. 
Acidophil tumors cause acromegalic overgrowth, 
and the adenoma thus reveals itself through con- 
stitutional manifestations, long before it is large 
enough to erode the sella turcica or to cause pres- 
sure symptoms. This particular type will some- 
times respond to roentgen therapy. Basophil tu- 
mors occur more rarely and usually cause few 
symptoms. 

Pituitary adenocarcinoma may conceivably 
arise from any of the cell types mentioned. The 
chromophobe variety, however, occurs with the 
greatest frequency. Microscopic structure is said 
to vary. Some cell groups grow in solid cords or 
compact groups of polygonal cells; others take an 
adenomatous pattern. Often the tumor cells show 
great variation in size and shape, and exhibit many 
mitotic figures. While some tumors of this type 
metastasize distantly, it is involvement of the 
brain that usually causes death. 


Fig. 1.— Lateral view of the left breast showing the inverted nipple and some skin involvement over the tumor. 
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Report of Case 


N. S., a Negro woman aged 56, came to the hospital on 
Dec. 18, 1946 with a chief complaint of a tumor in the 
left breast. The tumor had been present for one year. At 
the onset, the patient felt a nontender mass, and there was 
some bleeding from the nipple. These symptoms persisted, 
and the tumor increased slowly in size until the time of 
admission. There had been a 25 pound loss of weight in 
the previous six months. 

The main points of physical examination were limited 
to the breast. The left breast was larger than the right 
and irregular in outline. The nipple was elevated and 
slightly inverted (figs. 1 and 2). The breast contained a 
tumor measuring 12 by 10 cm. It was attached to the 
skin and the fascia. Three small lymph nodes were pal- 
pable in the left axilla. There was no evidence of exten- 
sion to the neck or to the other breast. Roentgen exami- 
nation of the chest on that date was reported as giving 
negative results. 

On December 31, a radical mastectomy was performed, 
and the skin was partially closed. Pathologic examination 
of the surgical specimen revealed medullary carcinoma 
(fig. 3) with metastasis to the regional lymph nodes and 
extension to the pectoralis major muscle (fig. 4). The 
patient was in satisfactory condition following the sur- 
gical procedure. The wound on the left side of the chest 
was granulating and skin graft was being considered when 
there developed an unexplained hyperthermia. In spite of 
chemotherapy and supportive measures, the condition of 
the patient grew steadily worse, and she expired on Jan. 
27, 1947. 

Postmortem exam‘nation revealed numerous small 
pearl-gray nodules throughout the lungs and pleurae meas- 
uring about 5 mm. in diameter (fig. 5). The liver con- 
tained several large pearl-gray nodules, the largest of these 
measuring 9 cm. in diameter (fig. 6). The pituitary 
gland measured 6 cm. in diameter. It was soft and necrotic 
(fig. 7). In the frontal and temporal lobes of the brain, 





DYRENFORTH AND KENNEDY: MALIGNANT NEOPLASIA 





VoLtuME XXXVI 
NuMBER 8 


similar soft necrotic areas were found, each measuring 
about 2 cm. in diameter (fig. 8). Dissection of the brain 
revealed that these latter lesions were evidently not a di- 
rect continuation of the neoplastic mass which had re- 
placed the pituitary. 


Summary 
In summary, it may be seen that the estab- 
lished facts in this case fulfil the criteria of Bill- 
roth." The Army Institute of Pathology kindly 
reviewed the microscopic pathology. A search of 
the literature does not reveal a similar case involv- 
ing the breast and the pituitary gland. 
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Fig. 2.— The nipple of the left breast is elevated and inverted, and the tumor with its skin attachment is visualized. 
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Fig. 3 — Primary medullary carcinoma of the breast. Fig.4.— Extension of the breast carcinoma to the pec- 
Fig. 5.— Metastatic extension of the breast neoplasm to toralis major muscle. 

the lung. Fig.6.— Metastatic extension of the breast carcinoma to 
Fig.7.— Primary adenocarcinoma of the pituitary gland the liver. 

(chromophobe cell type). Fig. 8.— Extension of the pituitary adenocarcinoma to the 


temporal lobe of the breast. 
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Complications of Anorectal Surgery 


Tom E. Situ, M.D. 
DALLAS, TEXAS 


This title, obviously, is certainly not the most 
pleasant one that could have been chosen for pres- 
entation because this subject is seldom discussed 
and only occasionally written about. It is avoid- 
ed doubtless because it naturally points up errors 
in judgment and technic on the part of the dis- 
cusser. 

Yet, if we proctologists are sincere in our de- 
sire to bring about better results in a higher per- 
centage of cases, we must take account of the haz- 
ards and pitfalls accompanying our service. A 
strict inventory will then cause us to consider 
complications and lead us to create ways and 
means of reducing and attempting to eradicate 
them. 

All of us realize our human limitations, and 
even in our fondest dreams, we know we will never 
attain perfection, but the Oath of Hippocrates, our 
knowledge of the centuries of honest dealings be- 
tween physicians and patients and our own deep- 
seated desires compel us to examine our shortcom- 
ings and try ever harder to avoid complications. 

Before we detail the complications of ano- 
rectal surgery, it is necessary to enumerate the 
common anorectal operations. They are: hemor- 
rhoidectomy, ulcerectomy, fistulectomy, pruritec- 
tomy, papillectomy, adenomectomy, proctotomy, 
anatomy and repair procidentia. 

It is during the performance of these proce- 
dures or in giving postoperative care that certain 
factors arise which create the following compli- 
cations: 


1. Urinary retention (inability to void post- 
operatively) 

2. Fecal impaction 

3. Hemorrhage 

4. Abscess 

5. Fistula 

6. Stenosis 

7. Delayed wound healing 

8. Pruritus 


Associate Professor of Proctology, Southwestern Medical 
College of the University of Texas, Dallas, Texas. 

Read before the Florida Proctologic Society, Second Annual 
Meeting, Belleair, April 10, 1949. 


9. Incontinence 
10. Recurrence 
11. Exacerbation of other diseases 


Urinary retention or the inability to void fol- 
lowing anorectal surgery, and hemorrhoidectomy 
in particular, has been a most annoying symptom 
to both patient and surgeon. It is true that the 
trend to “Do not plug or pack the anal canal” 
alone has reduced this complication from almost 
100 per cent to approximately 6 per cent. Other 
factors should be thought of, such as attempting to 
reduce postoperative ano-perianal edema. It is 
true that persistent urinary retention which re- 
quires multiple catheterizations occurs in those 
whose ano-perianal tissues are greatly swollen. 
Microscopic edema is to be expected any time a 
cell is severed and allowed to remain in the body, 
but edema that is grossly visible to the eye means 
an interruption of normal lymph channels to an 
exaggerated degree. The injudicious use of many 
clamps for retraction, excessive suturing, and fail- 
ure to saucerize wounds are the three commonest 
causes for ano-perianal edema, which is the initiat- 
ing point for reflex contraction of the neck of the 
bladder, which in turn causes urinary retention. 

Fecal impaction occurs far more commonly than 
we suppose, and I am sure many patients relieve 
themselves of this complication by enemas after 
they leave the hospital following anorectal surgery. 
A careful history about bowel function on the 
first postoperative office visit will many times re- 
veal that the patient had a heavy feeling in the 
rectum after returning home and that going to 
stool did not relieve the feeling of pressure. This 
symptom plus a history of liquid stools (not 
diarrhea or an increase in number) is generally 
indicative of postoperative fecal impaction. 

Impactions develop in some cases whether or 
not mineral oil or a soft bulk-producing agent is 
used. I have tried most of the mineral oils, karaya 
gum, and psyllium seed products and find none of 
them perfect in eliminating a small percentage of 
fecal impactions. The best routine seems to be 
the continuation of general diet throughout the 
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hospital stay, use of mineral oil daily for fecal 
emulsification, emphasizing 64 ounces daily water 
consumption, addition of soft bulk-producing 
agents between the tenth and fourteenth post- 
operative days and discontinuation of mineral oil 
at that time. We instruct patients upon leaving 
the hospital to take 1,000 cc. saline enemas imme- 
diately upon noting any feeling of heaviness or 
weight in the rectum. In my opinion, fecal im- 
paction and also severe pain at the first post- 
operative defecation can be eliminated by having 
all patients take 12 ounce of mineral oil twice 
daily for five days before the operation. This 
therapy will emulsify all gastrointestinal contents, 
and if mineral oil is used immediately postoper- 
atively, the first defecation is usually painless. 
The daily giving of a phenolphthalein laxative, 
such as caroid and bile salts tablets, until the first 
stool will cause greater peristalsis and eliminate 
straining effort at defecation time. 

Hemorrhage is the most distressing of all com- 
‘plications. Roughly it can be divided into the 
early (immediate) and late (delayed) types. The 
early type should, theoretically at least, be elimi- 
nated by firmly ligating the hemorrhoidal vessels 
in their cardinal columns internally and by either 
application of ligature ties or electrocoagulation 
to the external zno-perianal bleeding points. De- 
layed hemorrhage is a complication that is going to 
occur in about 1 in every 200 cases regardless of 
what type of surgical method is used and in spite 
of a reported normal bleeding and clotting time 
preoperatively. The probable reason is that in the 
process of formation of granulation tissue a large 
vascular bud either bursts loose from its own 
growth pressure or is eroded by surface infection 
or is mechanically abraded by hard stools or 
straining efforts to defecate. This percentage will, 
therefore, have to be endured as long as we con- 
tinue to practice anorectal surgery. In early 
hemorrhage, our advice is to take the patient back 
to the operating room and again ligate the bleed- 
ing source, rather than to depend on painful packs 
and the new clotting substances like oxycel or 
gelfoam, for that is like sending a boy to do a 
man’s work. 

Abscess formation is an indictment against 
us for not observing the principles of open drain- 
age in infected wounds. This means all anorectal 


wounds should be made flat or saucerized, the 
edges beveled so as not to undermine the lym- 
phatic bed which is going to be urgently needed; 
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then drainage zones should be created far enough 
to the outside to facilitate drainage of the in- 
fected exudate which forms around suture ma- 
terial and in the open wounds left inside the anal 
canal. I realize that the surgeons who use closed 
or relatively closed hemorrhoidectomy operations 
will argue this point, and my reply is that I have 
had abscesses develop in those patients upon whom 
I have tried closure, and few abscesses have ma- 
terialized when I have used the popular “open 
method” types. Incision and drainage of ab- 
scesses are naturally indicated when they arise, 
and the patient should be told to expect fistula 
formation for that is what will happen in the great 
majority of these cases. 

Fistula complicates anorectal surgery, other 
than in previous fistulectomy, only because the 
surgeon has neglected the principles which keep 
down abscess formation. When fistula recurs, the 
surgeon should reoperate, find the primary open- 
ing, usually on the dentate or pectinate line, and 
remove it because its reinfection and burrowing 
out in the new scar tissue of the previous fistulec- 
tomy caused the recurrence. Regardless of how 
one interprets Dr. Claude Tucker’s “infected anal 
glands and ducts” as the etiologic factor in fistula 
in ano, the original infection occurs in those glands 
and ducts because of extension of the infection 
from the dentate line crypts. Overlooking a pri- 
mary infected anal crypt will lead to fistula re- 
currence; thus it is demanded that this source be 
found and removed to prevent recurrence. 

Stenosis can be thought of as either a narrowing 
of the lower part of the anal canal involving the 
anus, or narrowing of the upper portion of the anal 
canal involving the rectal mucosa above the den- 
tate line. There, unfortunately, is an occasional 
case which will be complicated by narrowing of 
the entire anal canal involving the lower rectal 
mucosa, anus, and perianal skin. All three varie- 
ties of anal stenosis can follow any type of hemor- 
rhoidectomy, whether it is Whitehead’s, clamp 
and cautery, or ligature and excision. Fortunate- 
ly, stenosis complicates few of the anorectal pro- 
cedures other than hemorrhoidectomy. 

Stenosis of the upper part of the anal canal 
generally results from an amputation of too much 
of the rectal mucosa that lies in the grip of the 
internal sphincter muscle. A modern day hefhor- 
rhoidal principle will aid in reducing this compli- 
cation, and that is “Leave mucocutaneous bridges 
between excised zones.” If the surgeon will ac- 
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curately define the hemorrhoidal columns and re- 
move only these three columns, then he will have 
few instances of stenosis of the upper portion of 
the anal canal. 

Stenosis of the lower part of the anal canal 
can be eliminated by leaving one or more “islands” 
or “bridges” between excised zones. 

Complete stenosis of the anal canal will occa- 
sionally occur regardless of whether “islands” are 
left or not, and even when postoperative use of the 
surgeon’s moulding finger has been employed 
weekly. It is probable that in these few cases the 
patient has a fibroplastic diathesis or tendency to 
keloid formation, as pointed out by Dr. Curtice 
Rosser of Dallas several years ago. 

Postoperative moulding of the anal canal, that 
is, inserting the index finger into the rectal am- 
pulla by passing through the anal canal, will gen- 
erally serve as insurance against stenosis. Some 
surgeons eliminate this none too pleasant weekly 
task by having the patient insert his own finger 
into the anal canal or having him use a dilator. 
Logic seems to rule in favor of the surgeon doing 
this for it keeps him informed as to the tendency 
to stenosis, skin bridging, abscess formation, mu- 
cous leakage, fecal incontinence (from impaction), 
and the presence of fecal impaction. The patient 
should be told that this is “moulding” and not 
“dilating” for “moulding” is not as uncomfortable. 

Delayed wound healing is probably the most 
annoying of the complications for it saps the vi- 
tality of the surgeon as well as the patient. In 
my practice there have been many causes, the com- 
monest one being the seepage of mineral oil through 
the sphincters. It took several years for me to 
realize this fact. It has been reduced in my prac- 
tice by my having patients discontinue mineral 
oil on the tenth postoperative day. Hypoproteine- 
mia and vitamin deficiency, usually pellegra in 
Dallas, have been next, and the treatment for them 
is obvious. The undetected early phase of chronic 
ulcerative colitis, segmental colitis, and unsus- 
pected terminal ileitis has also occurred, which de- 
manded attention before the anorectal wounds 
would heal. Syphilis, tuberculosis, diabetes, ma- 
laria, parasitic infestation and hypothyroidism 
have been listed by others as delaying factors in 
anorectal wound healing, but so far these have 
not occurred in my experience. It is to be con- 
stantly kept in mind that incorrectly made ano- 
perianal wounds can also delav healing, and at- 
tention to adequate external drainage zones. mak- 
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ing wounds flat, beveling edges, and preventing 
skin tab formation will generally aid in normal 
wound healing. 

Pruritus ani, although a symptom and not a 
disease, complicates proctologic surgery particu- 
larly when skin tabs are either inadequately re- 
moved or skin edges are not beveled at operation, 
as they swell and leave skin tabs. These skin tabs 
prevent normal hygiene and allow sweat, mu- 
cus, and inadequately removed feces to accumu- 
late at the base of these tags, and this moisture 
mechanism brings about itch as a symptom when 
it had not been noticed previous to anal surgery. 
Postoperative pruritus ani can also develop from a 
patulous canal from too generous incision or pro- 
longed packing of anal wounds or from the sur- 
geon being too radical in removing skin and mu- 
cosa of the anal canal and leaving a small fibrous 
canal which leaks normal mucus from the rectal 
interior. Pruritus can also be avoided by the sur- 
geon having the patient follow a “dry skin regime” 
for approximately a month following surgical 
treatment. During this time the new skin adjusts 
itself, and then the drying out measures can be 
discontinued. 

Incontinence is of two types, mucous and fecal. 
Mucous incontinence results purely from either a 
patulous anus or from a fibrosed, stenosed anal 
canal. These can be eradicated as outlined. Fecal 
incontinence is a sad complication for its only 
explanation is that the muscular sphincter ap- 
paratus or its nerve supply has been interfered 
with. In the few cases I have seen, this compli- 
cation was due to unwise incisions into the fusion 
point of the deep lamella of the external anal 
sphincter, internal sphincter, outer longitudinal 
rectal musculature, and levator ani which is called 
the “band of continence.” Never have I encoun- 
tered a reason for incision of this deep fusion point; 
so my deduction as to this complication is that 
the surgeon creating this distressing condition must 
not have been aware of his anatomic position at 
the time the incision was made. Actually there 
is really small reason for the occasional anal sur- 
geon to be concerned and alarmed about this for 
this “band of continence” is approximately 1 inch 
away from the anal verge externally and approxi- 
mately 1 inch deep to that point. Since this spot 
is almost never involved in pathologic lesions, one 
can eliminate this complication. The literature 
is full of remarks about daily wound packing caus- 
ing fecal incontinence, but I have my doubts as to 
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its causing this complication. I have, however, 
seen mucous incontinence arise from this packing 
indiscretion; so let us not pack anorectal wounds 
daily. 

Recurrence is probably the most embarrassing 
of all complications for who of us would fail to 
blush when the patient asks, “Well, Doctor, isn’t 
that what you operated for?” 

Internal hemorrhoidal recurrence can be pre- 
vented by adequate excision of all the varicose vein 
bed. In order to feel secure about this, I make 
it my custom to electrofulgerize the bed after the 
ligature has been applied to the superior pole 
and the hemorrhoid removed with sharp dissection. 
It is my belief that all of the endothelial-lined 
vascular bed will then be eroded and complete 
fibrosis without intermingled vascular buds will 
take place, leaving no tissue present to become 
varicosed in later years. 

Recurrence of an anal fistula can be prevented 
by proper demonstration of the primary opening 


-of the fistula on the dentate line and its removal. 


Much has been made over adequate removal of 
the tract, external orifice and “off-shoots,’ but 
recurrence is dependent upon whether or not its 
starting cryptic infection is removed. In spite of 
textbook remarks about not using dye injection in 
fistulous tracts to demonstrate internal orifices, I 
think it is wise and prudent. The average sur- 
geon cannot always be sure what is fistulous tract 
and internal opening and what is not when dye 
has not been used. Allow me to suggest the use 
of hydrogen peroxide in the external orifice first, 
and if it fails to bubble through the internal or 
primary fistulous opening, then use dye to stain as 
much of the tract as possible before dissection is 
begun from outside to inside. If peroxide bubbles 
through the dentate line cryptic orifice, then dye 
is not necessary, and a certain amount of “muss” 
is eliminated. The silver probe can then trace out 
the tract, and the surgical procedure may begin. 
If methylene blue is used, I suggest spirits of 
ammonia to cleanse the field of the bluish dis- 
coloration. I know of no one else who uses am- 
monia in this fashion, but I can assure you it will 
not damage tissue or interfere with healing. In 
case the internal orifice cannot be penetrated or 
outlined by peroxide or dye, it is wise to palpate 
the “cord” thoroughly and use Goodsall’s rule 
(which should be called Salmon’s rule) as an oper- 
ating guide. It says any opening in the anterior 
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half of the perianal circumference not over an inch 
from the anal verge has a tract leading directly 
into the crypt on the dentate line, and that any 
opening in the posterior half of the perianal cir- 
cumference has a curved tract leading into the anal 
canal and will open into the midline posterior 
commissure anal crypt. Furthermore, any anterior 
opening further than 1 inch from the anal verge 
probably has a curved tract and leads posteriorly 
to open on the dentate line as posterior fistulas 
do. It is possible to reduce fistulous recurrences 
if one waits until the acute abscess and cellulitis 
have just resolved and then operates. In most of 
these instances the primary opening is still patulous 
and easily demonstrated. It is unwise to attempt 
fistulectomy months or years after its last abscess 
or while it is latent for in these cases it is difficult 
to demonstrate the primary cryptic orifice. 

Recurrence of anal papillomas (hypertrophic 
anal papillae) can be prevented by electrofulgura- 
tion of the base after sharp dissection removal for 
microscopic study. 

Recurrence of rectal adenomas can be pre- 
vented by observing the same technic as for anal 
papillomas. 

Recurrence of anal fissures and ulcers can be 
prevented by incising the smooth muscle band or 
“bar” just under the ulcer bed. It is erroneous- 
ly called the external anal sphincter, but if the 
surgeon will resort to biopsy at the time of in- 
cision, he will find it is smooth muscle and not 
skeletal muscle, which it would have to be if it 
were external anal sphincter. 

The last complication to be discussed is that 
of anal surgery causing an exacerbation of other 
diseases dormant prior to surgery. Unfortunately 
we have had six peptic ulcer hemorrhages in the 
first few postoperative days and have had in- 
numerable cases of exacerbation of malarial chills, 
particularly in soldiers who had contracted ma- 
laria in the Southwest Pacific. These cases oc- 
curred during my military service in World War 
II. Exacerbations of diarrhea in patients with 
latent amebiasis and chronic ulcerative colitis have 
happened enough to cause questioning of every pa- 
tient preoperatively as to whether he has had 
known diarrheal diseases or had occasional unex- 
plained diarrhea. These cases deserve stool cul- 
tures and smears and double contrast barium 
enema checkups before anorectal surgery is ad- 
vised. 
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Conclusion 
In closing, it is obvious that many of the points 
have been superficially discussed because of limi- 
tation of time. It is hoped that this recital of the 
complications of anorectal surgery will give all of 
us new impetus to reduce the rate of complica- 
tion. This renewed interest will not only be a 
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boon to the individual patient, but will serve its 
purpose in raising proctologic surgery to a level 
where the candidate for this type of surgery knows 
that the chances are good for an excellent result, 
with little suffering and a smooth convalescence. 


2600 Welborn Street. 
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ALLERGY AND PSYCHONEUROSES. By Frank C. 
Metzger, M.D. J. Nerg. & Ment. Dis. 109:240-245 
(March) 1949. 

Noting the infrequent reference in the litera- 
ture to allergic manifestations observed in conjunc- 
tion with emotional factors, the author, from ex- 
perience in his practice, finds the weight of evi- 
dence favoring the view that both psychoneurosis 
and allergy are complicating factors with neither 
one causing the other. He reports 2 cases of a 
situation neurosis complicating an allergic con- 
dition. 

In 65 patients ranging in age from 6 to 19 
years, all suffering from asthma, hay fever or 
hives beginning in September with remissions in 
June, he obtained a history of fear, frustration and 
disappointment engendered by their school work. 
He observes that in such children, and adults as 
well, the ma!adjustments are not basic causes of 
the allergic manifestations, but rather are im- 
portant aggrevating factors. The need for ad- 
justment therefore requires study and correction 
of their capacity to meet situations; otherwise, 
they should be kept well within the limits of their 
lessened ability. 

In his opinion, the clinical picture presented 
by many allergic patients is clouded by psycho- 
neurotic manifestations; many reactions from med- 
icines and hyposensitization treatments are on a 
basis of fear, not of allergy; and many allergic 
seizures not explainable on a basis of increased 
exposure to allergens can be explained on the basis 
of a complicating emotional experience. A neurosis 
complicating allergy requires recognition and treat- 
ment, he points out, and he observes that the 
allergist needs the help of a good psychiatrist more 
often than that of all the other specialists com- 
bined. 


TREATMENT OF ACUTE BARBITURATE POISONING 
WITH PICROTOXIN AND METRAZOL. By D. G. Stan- 
nus, M.D., and C. F. Roche, M.D. South M. J. 
41:1052-1055 (Nov.) 1948. 

In view of the growing popularity of the use of 
barbiturates as a suicidal agent and a mortality 
rate somewhere between 5 and 7.3 per cent, the 
authors report a case and discuss therapy. They 
describe the mode of action of picrotoxin and their 
plan of treatment, and concur in the opinion of 
most investigators that this drug remains the 
analeptic of choice because of its sustained effec- 
tiveness. The amount of picrotoxin necessary for 
adequate treatment will vary with the individual 
case, they observe, and will be governed by the 
type of barbiturate, the amount taken, and the 
time elapsed before treatment. ‘“Metrazol,” they 
add, is an aid because of its immediate action. 


Pa 


THE FATE OF THE LIVING VIABLE BABIES IN 
EXTRAUTERINE PREGNANCIES. By Max Suter, 
M.D., and Celeste Wichser, M.D. Am. J. Obst. 
& Gynec. 55:489-495 (March) 1948. 

In a comprehensive study the authors review- 
ed all available literature on extrauterine pregnan- 
cies resulting in viable, living babies, tabulated 41 
cases reported since 1930 to supplement those pre- 
viously summarized, and added 4 cases from 
Charity Hospital of Louisiana at New Orleans. 
They concluded that approximately one fourth of 
all extrauterine pregnancies diagnosed after the 
fifth month of gestation will result in viable, living 
babies. Of these infants, about one third will 


have major or minor deformities including those 
incompatible with life, and about one half will 
survive eight days or more. 
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COMBINED EXTRAUTERINE AND INTRAUTERINE 
PREGNANCY. By John P. Michaels, M.D. Am. J. 
Obst. & Gynec. 57: 717-723 (April) 1949. 

The four instances reported of the unusual ob- 
stetric complication of combined extrauterine 
and intrauterine pregnancy, defined as connoting 
the existence of simultaneous pregnancies, were all 
that a search of the records of the Charity Hos- 
pital of Louisiana for the last ten years revealed. 
It is noted that the ratio of coexistent ectopic 
intrauterine pregnancy to ectopic pregnancy there 
during that period was approximately 1 to 100. 

At the time of operation for an ectopic gesta- 
tion, in the author’s case (case 1) the combined 
pregnancy was correctly diagnosed; and in an- 
other case (case 2) it was suspected. In both 
cases the corpus luteum was unfortunately sacri- 
ficed. In case 1 a living child was delivered at 
term by cesarean section, while in case 2 abortion 
occurred twenty-four days postoperatively. It is 
suggested that in such instances substitution hor- 
monal therapy should be instigated and maintained 
at least to the twenty-fourth week. In approxi- 
mately 25 per cent of the cases reported in the 
literature, one or occasionally both fetuses con- 
tinued to term. 

Factors recommended for reducing the reported 
high maternal mortality are: (1) more widespread 
use of cul-de-sac puncture as an aid in the early 
diagnosis of ruptured ectopic pregnancy; (2) 
avoidance of removal of the placenta of the 
abdominal twin; and (3) liberal and prompt use 
of whole blood and plasma in the emergency 
stages. 
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OBSERVATIONS ON VARIATIONS IN REACTIVITY IN 
A CASE OF ALLERGY TO PENICILLIN. By Joseph 
Farrington, M.D., F. A. Dickersman, M.D., and 
W. L. McGowan, M.D. Ann. Allergy 6:30-32 
(Jan.-Feb.) 1948. 

Wide variation in the degree of hypersen- 
sitivity to penicillin may be observed in patients 
under repeated or prolonged observation. The 
correlation of hypersensitivity reaction, cutaneous 
testing and penicillin therapy may be demonstrat- 
ed. It is observed that in grave emergencies ad- 
vantage may be taken from the demonstration of 
periods of relative anergy to this drug for ther- 
apeutic action. A case is reported which illus- 
trates the variations in reactivity which may be 
observed and the advantage which may be taken 
from these observations for treatment. 
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LYMPHOID EUSTACHIAN SALPINGITIS: ITS EF- 
FECT ON TUBAL PATENCY; SELECTIVE CRITERIA FOR 
NASOPHARYNGEAL IRRADIATION. By J. Brown Far- 
rior, M.D. Arch. Otolaryng. 48:221-228 (Aug.) 
1948. 

In recent years, lymphoid obstruction of the 
eustachian tube has been successfully treated with 
the nasopharyngeal application of radium or radon, 
relieving recurrent otitis media and restoring hear- 
ing when the deafness has been produced by 
lymphoid obstruction. This form of office treat- 
ment has been abused and often indiscriminately 
employed. Using the mercurial manometer, the 
author determined specific criteria which establish 
the indications for the use of radium therapy and 
stated that the nasopharyngeal radium applicator 
is indicated only in those cases in which there is 
central lymphoid obstruction of the eustachian 
tube. He performed tubal pressure studies on 100 
diseased eustachian tubes to determine the inci- 
dence of central and peripheral obstruction. The 
statistical data of these studies form the basis of 
this article. Also, the author discusses the differ- 
ential diagnosis of lymphoid eustachian salpingitis 
from other abnormalities of the eustachian tube 
and other types of deafness in which the naso- 
pharyngeal applicator is not indicated. 
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THE IMMEDIATE URTICARIAL REACTION TO IN- 
TRADERMAL TESTING IN PENICILLIN HYERSENSI- 
TIvITy. By Joseph Farrington, M.D., and Joseph 
Tamura, Ph.D. J. Invest. Dermat. 10:421-424 
(June) 1948. 

An immediate erythema-edema reaction to in- 
tradermal testing with crystalline penicillin G and 
K elicitable in sensitized individuals is described. 
It consists of an accentuation of the original injec- 
tion wheal manifested by a slight central edema, 
spreading of erythema with pseudopodia and red 
areolas of varying intensity. This immediate reac- 
tion appears in from two to five minutes, attains 
a diameter of 3 to 6 cm. (or more) within ten to 
twenty minutes, usually recedes within an hour, 
and frequently is intensified in six to eight hours. 
The authors originally regarded this reaction as 
a manifestation of primary irritation from penicil- 
lin or its impurities, but experience with the purer 
crystalline products in dilutions as low as 2.5 units 
per 0.1 cc. convinced them that this reaction is 
an indication of specific allergic urticarial hyper- 
sensitivity. Some clinical applications of this reac- 
tion are described. 
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ADRENAL CORTICAL TUMOR ASSOCIATED WITH 
CUSHING’S SYNDROME, REPORT OF A CASE WITH 
METABOLIC STUDIES AND REMARKS ON THE PATHO- 
GENESIS OF CUSHING’S SYNDROME. By Edwin J. 
Kepler, M.D., Randall G. Sprague, M.D., O. 
Theron Clagett, M.D., Marschelle H. Power, 
Ph.D., Harold L. Mason, Ph.D, and H. Milton 
Rogers, M.D. J. Clin. Endocrinol. 8:499-531 
(July) 1948. 


A case of adrenal cortical tumor is reported 
and the metabolic studies accompanying it are de- 
scribed, primarily because of their bearing on the 
pathologic physiology of Cushing’s syndrome, a 
term used here to refer only to the clinical picture 
emphasized by Cushing. There were present in 
this case the clinical features of Cushing’s syn- 
drome, including hypertension and hypokalemic, 
hypochloremic alkalosis. Urinary excretion of 
both 17-ketosteroids and estrogenic substances was 
increased to abnormally high levels, and the beta 
fraction of the urinary 17-ketosteroids was in- 
creased. Removal of the tumor resulted in remis- 
sion of symptoms, which reappeared with its re- 
currence. Temporary and incomplete remission 
followed removal of the recurrent tumor, but the 
symptoms returned with recurrence of the tumor 
and the appearance of metastatic lesions in the 
lungs. 


At necropsy the following significant observa- 
tions were made: the anterior lobe of the pituitary 
body contained two small chromophobe tumors; 
Crooke’s changes were found to be present in the 
basophilic cells of the anterior lobe; the hypo- 
thalamus appeared normal; the tumor had re- 
curred locally and had metastasized to the lungs; 
the contralateral adrenal cortex was found to be 
atrophic; although the patient had osteoporosis, 
the parathyroid bodies appeared to be normal; and 
the endometrium presented evidence of an appar- 
ent absence of progestational effects. The imme- 
diate cause of death was a bleeding duodenal ulcer. 


A large quantity of urine was collected before 
operation, and the various steroidal compounds 
isolated and identified are enumerated. 


Metabolic studies were conducted before the 
first operation and shortly thereafter. Under the 
conditions employed, the over-all nitrogen balance 
before operation was negative. Creatine was pres- 
ent in the urine. Potassium was lost from the 


body and sodium was retained when the potas- 
sium content of the diet was kept at a low level. 
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Administration of potassium chloride tended to 
correct the alkalosis, the negative balances for 
potassium and nitrogen and the positive balance 
for sodium. After removal of the tumor, nitrogen, 
sodium, potassium and chloride all were retained 
in large amounts, and creatinuria practically dis- 
appeared. The amount and pH of the urine de- 
creased postoperatively. The metabolic data sug- 
gested that the functioning adrenal tumor caused 
loss of muscle and deposition of fat.and that its 
removal was followed by loss of fat and deposition 
of muscle. 


The pituitary versus the adrenal theory of the 
pathogenesis of Cushing’s disease is discussed, and 
clinical and experimental methods which might 
eventually prove helpful in establishing or refut- 
ing one or the other of these theories are suggested. 
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NASAL SINUSITIS: EVALUATION OF SULFONA- 
MIDES AND PENICILLIN IN ITS TREATMENT. By A. 
R. Hollender, M.D., F.A.C.S. Eye, Ear, Nose & 
Throat Monthly 27:414-419 (Sept.) 1948. 


A review of the entire subject of the treatment 
of nasal sinusitis with antibiotics and sulfonamides 
is presented with the following conclusions: 


Penicillin and the sulfonamides are effective 
only under certain circumstances, and then only 
as an adjunct to orthodox therapy. Chemotherapy 
in acute sinusitis probably is effective in shorten- 
ing the course of the disease and minimizing or 
avoiding complications, if the infection is due to 
the drug-sensitive organisms. Convincing proof of 
the superiority of medicated solutions over isotonic 
solution of sodium chloride, commonly employed 
for sinus lavage, is still lacking. For chronic 
sinusitis penicillin and the sulfonamides, in them- 
selves, irrespective of their methods of administra- 
tion, are insufficient to produce a cure, but they 
may prove a valuable aid to indicated nonsurgical 
or surgical measures. 


Although aerosol penicillin represents a defi- 
nite advance in the administration of this drug for 
certain infections of the respiratory tract, the 
method may prove hazardous if employed indis- 
criminately, and especially before a correct bac- 
teriologic and clinical diagnesis has been made. 
The sulfonamides and penicillin have certain defi- 
nite limitations which must be understood if one 
is to explain scientifically why these preparations 
often fail to produce successful end results in acute 
and chronic sinusitis. 
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TREATMENT OF TRICHOMONAS VAGINALIS WITH 
TYROTHRICIN. By C. Gordon Johnson, M.D., 
F.A.C.S., J. Willian. Douglas, M.D., and Ruth Y. 
Mayne, M.S. Am. J. Obst. & Gynec. 56:184-186 
(July) 1948. 

Tyrothricin in the form of an acid suppository 
was used in the treatment of Trichomonas vaginalis 
occurring in a group of patients observed in the 
Obstetrical Clinics of the Charity Hospital of Lou- 
isiana at New Orleans. A similar group was treat- 
ed with an acid suppository that did not contain 
tyrothricin. Treatment was carried out exclu- 
sively by the patient. The two main objectives 
of the study were to determine the value of tyro- 
thricin in treating Trichomonas vaginitis and to 
determine the value of treatment by self medica- 
tion. 

The results indicated that this therapy is not 
successful. This antibiotic, in suppository form, 
was not as effective as most common methods 
now in use. It is concluded that this outcome 
miay perhaps be explained by the fact that all 
treatments were carried out by the patients them- 
selves and that better results could possibly have 
been obtained if the therapy had been continued 
longer. A large number of patients complained of 
considerable vaginal burning and irritation from 
both acid tyrothricin and acid control supposi- 
tories. 
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THE LUMBOSACRAL ARTICULATION, A ROENT- 
GENOLOGIC AND CLINICAL STUDY WITH SPECIAL 
REFERENCE TO NARROW DISC AND LOWER LUMBAR 
DISPLACEMENT. By Ernest A. Brav, M.D., How- 
ard A. Molter, M.D., and Wendell J. Newcomb, 
M.D. Surg., Gynec. & Obst. 87:549-560 (Nov.) 
1948. 

In view of the continued difference of opinion 
relating to the importance of narrowed fifth lum- 
bar disk and displaced fifth lumbar vertebra in 
the etiology of backache and sciatic pain, a series 
of 500 roentgenograms was studied for the pur- 
pose of establishing the incidence of these condi- 
tions. The 181 patients showing these changes on 
the roentgenogram were then studied clinically to 
determine the importance of these roentgeno- 
graphic changes in the light of their principal 
complaints and significant physical findings. For 
comparison, the clinical findings of the remaining 
319 patients were reviewed. 

Narrowed fifth lumbar disk was demonstrated 
in 26.4 per cent of the 500 roentgenograms fo- 
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cused over the lumbosacral joint, posterior dis- 
placement of the fifth lumbar vertebra was pres- 
ent in 10.2 per cent, anterior displacement of the 
fifth lumbar vertebra was present in 5.0 per cent, 
and there was displacement of the fourth lumbar 
vertebra in 3.0 per cent. The incidence of back 
and leg pain in the 181 cases in which these 
changes were noted was not significantly greater 
than the incidence of these complaints in the other 
319 cases. Although clinical diagnoses in the two 
groups were almost identical, a considerably high- 
er incidence of lumbosacral arthritis was noted in 
patients with narrow disk or lower lumbar dis- 
placement. 

The authors were of the opinion that narrowed 
fifth lumbar disk and displacement of the lower 
lumbar vertebrae are clinically significant only in 
that these conditions place additional strain on an 
already mechanically vulnerable lumbosacral joint. 
They concluded that the weight of evidence seems 
to indicate that in most instances narrow fifth 
lumbar disk and lower lumbar displacement are in 
themselves not the cause of low back and sciatic 
pain, the presence or absence of this pain depend- 
ing almost entirely upon the integrity of the sur- 
rounding muscular and ligamentous structures. 
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INJURIES TO RIGHT THIGH, HIP, AND RECTUM, 
RESULTING IN INTRAPERITONEAL AIR AND AB- 
SCESSES OF THIGH. By Frederick H. Bowen, M.D. 
Transactions of the Association of Seaboard Air 
Line Railway Surgeons for 1948. 

A case is reported in which there was severe 
crushing contusing trauma to the right thigh and 
the right hip and the buttock. This resulted in a 
laceration extending into the right ischiorectal 
space, a fracture of the right anterior superior iliac 
spine and a rupture of the right vastus lateralis 
muscle. Intraperitoneal air, the origin of which 
was in question, was demonstrated by several 
roentgenograms. 

Subsequently, there developed abscesses of the 
right thigh, which were drained. The severe shock 
which the primary injury occasioned was treated 
by plasma and morphine. The hypoproteinemia 
which occurred was treated by blood and amino 
acids. A questionable episode of pulmonary em- 
bolism was treated by Pitkin’s heparin menstruum 
and dicumarol. The patient made a good recovery 
and returned to his regular work. 
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INVOLUTIONAL MELANCHOLIA AND CONVULSIVE 
THERAPY. By I. Leo Fishbein, M.D. Am. J. 
Psychiat. 106:128-135 (Aug.) 1949. 

This study presents a comparison between two 
groups of patients with involutional melancholia 
in the preshock and postshock eras treated at the 
Institute of Living (The Neuropsychiatric Insti- 
tute of the Hartford Retreat) at Hartford, Conn., 


between July 1, 1935 and Dec. 31, 1937; and be-— 


tween Jan. 1, 1945 and June 30, 1947. 

Since there are about 15,000 to 20,000 cases, 
approximately 3 to 4 per cent of all mental ill- 
nesses in this country, it is important to compare 
the statistics of recovery and improvement with 
and without convulsive therapy, the treatment of 
choice. Involutional melancholia is the commonest 
manifestation of the mental disturbances of the 
involutional period, in women between 40 and 55, 
in men between 55 and 65 years of age. The mean 
age was 53.2 for men and 50.1 for women. 

The classical electric machine (Rahm) and the 
I.0.L. Liberson brief stimulus machine were used. 
Also metrazol was administered intravenously. 
Curare was used to lessen the severity of convul- 
sions. Complete examinations, laboratory tests, 
roentgenograms of the chest and spine, electro- 
cardiograms and electroencephalograms were ob- 
tained prior to convulsive treatment. Contraindi- 
cations noted were cardiovascular diseases, mal- 
nutrition and organic brain diseases as well as 
many others. 

The prepsychotic history presents a rigid seri- 
ousness and conscientiousness with many restric- 
tions of instinctual life. The future is morbid and 
ominous with self reproaches for guilt and sinful- 
ness for any pleasures enjoyed. There is the dis- 
tinct triad of obstinacy, parsimony and perfection. 
Warning signs are fears, irritability, impulsive 
anger, intolerance, suspicions, obsessions and anx- 
ieties. The patients were anal-erotic, chronic pill 
takers with many gastrointestinal complaints and 
trick diets, prudish, vulnerable to psychic and 
environmental trauma. Many showed physiologic 
involutional factors as flushing, headaches and 
gonadal hypofunction. 

The total number of fractures after treatment 
of 113 patients was 8, four of the dorsal spine D3 
to D6, and four of the extremities, humerus and 
scapula. Associated therapy included hydro- 
therapy, organotherapy and occupational education 
therapy. Recovery rates reported by others varied 
from 50 to 90 per cent; in our series the rate was 
about 90 per cent. 
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The results in 61 cases of involutional melan- 
cholia occurring during the 1935-1937 period, prior 
to convulsive therapy, are compared with those in 
347 cases in which convulsive therapy was em- 
ployed during the 1945-1947 period. In melan- 
cholia cases the patient received 10.8 treatments 
on an average; paranoid cases, 16.2, and mixed 
cases, 11.8. The average hospital stay was one 
and one-half years in the preshock era as com- 
pared to six months with convulsive therapy. Evi- 
dence indicates that the shock-treated group left 
the hospital in one-third the time and in better 
condition than the nonshock group. The improved 
and increased ancillary therapies also contributed 
to the results in this investigation. 


Pa 


FAILURE OF THE UROGENITAL UNION. By Louis 
M. Orr and (by invitation) Joseph C. Hayward 
and A. Fred Turner, Jr. J. Urol. 60:147-152 
(July) 1948. 

The embryologic development of the urogenital 
system up to the point of separation into the uri- 
nary and reproductive systems is reviewed. A case 
of unilateral cryptorchidism is reported in which 
the unusual operative findings included not only 
failure of union of the testis with the epididymis 
but also failure of union between the vas deferens 
and epididymis. A review of the literature re- 
vealed no similar instance of embryologic malde- 
velopment. 
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THE PROBLEM OF MALIGNANT HYPERTENSION 
AND ITS TREATMENT BY SPLANCHNIC RESECTION. 
By Max M. Peet, M.D., and Emil M. Isberg, M.D. 
Ann. Int. Med. 28:755-767 (April) 1948. 

In this study of 143 cases of malignant hyper- 
tension with treatment by splanchnic resection, 
the findings suggest that surgical treatment offers 
some hope to victims of this usually rapidly fatal 
disease. In this series, the age range was from 14 
to 57 years, with 63 per cent of the patients 40 
years or older. Sixty-two per cent were men, 
and 65 per cent of the deaths were among men. 
The biood pressure levels were high; headache, 
visual disturbance and dyspnea were the common- 
est complaints; and constitutional involvement 
was extensive, organic heart disease in 91 per cent, 
impaired kidney function in 84 per cent, and cere- 
brovascular accidents in 20 per cent. 

The operative mortality was 10 per cent, but 
in a disease so deadly, the 20 per cent chance of 
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prolonged survival was regarded as probably worth 
the high operative risk. The five year survival 
rate was 21.6 per cent. In all living patients re- 
ceiving a funduscopic examination five years and 
more after operation there was no evidence of 
papilledema. 

If splanchnic resection can be performed early, 
before heart disease has occurred, the outlook is 
favorable, for in 11 out of 13 cases of the series 
the patient was living five to twelve years after 
operation. In cases with survival of five years 
or more, improvement in the electrocardiogram 
and decrease in the size of the heart are possible. 
Once renal function becomes moderately or mark- 
edly impaired, however, splanchnic resection is 
futile, and it is likewise useless when cardiac 
enlargement varies greater than 50 per cent above 
predicted normal. 

In the opinion of the authors, malignant hyper- 
tension, once the diagnosis is established, consti- 
tutes an indication for splanchnic resection, pro- 
vided deterioration, which is rapidly progressive 
from week to week, has not advanced to the con- 
stitutional extent where surgical therapy has 
proved unavailing. 
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STUDIES OF THE ACUTE DIARRHEAL DISEASES. 
XVIII. epipemrotocy. By Albert V. Hardy, M.D. 
(Now Director, Bureau of Laboratories, Florida 
State Board of Health) and James Watt, M.D., 
Surgeon, United States Public Health Service. 
Pub. Health Rep. 63:363-378 (March 19) 1948. 

A study of the epidemiology of the acute 
diarrheal diseases in New Mexico, Georgia, New 
York and Puerto Rico revealed that the recent re- 
ported mortality from these diseases varied from 
more than 400 to less than 5 deaths per 100,000 
population per annum. Culture was positive for 
Shigella in 75 per cent of the children who died 
from diarrheal diseases in New Mexico and Geor- 
gia. The discovered morbidity rates from these in- 
fections were comparatively low when reported 
cases were considered, but were high when inten- 
sive case-finding procedures were used; the mor- 
bidity from culture-negative diarrheal disorders 
varied similarly. 

Subclinical shigellosis was identified frequently. 
In infants and young children Shigella infections 
were often serious or fatal; in older children the 
clinical attacks were milder, and there were many 
subclinical infections; in adolescents and adults the 
attacks were most commonly subclinical. 
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The total attack rates, including clinical and 
subclinical infections, were relatively constant from 
ages 1 to 9 years and at a higher level than those 
for infants, adolescents and adults. There were 
only minor variations in incidence by sex. House- 
hold attack rates were high, and varied inversely 
with the general incidence of diarrheal disease in 
the population group. 


The incidence of these diseases was high in 
summer and low in winter. Cases of acute diarrhea 
due to Shigella in the general population occurred 
chiefly as isolated infections, unrelated to other 
manifest sources. There was strikingly little evi- 
dence that these enteric infections were dissemi- 
nated by water, milk, or other food. Finger con- 
tamination and relatively direct person-to-person 
spread appeared to be chiefly responsible for the 
dissemination of these infections in institutional 
and military groups. 
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STUDIES OF THE ACUTE DIARRHEAL DISEASES. 
XIX. IMMUNIZATIONS IN SHIGELLOSIS. By Albert 
V. Hardy, M.D. (Now Director Bureau of Labora- 
tories, Florida State Board of Health), Thelma 
DeCapito, Assistant Bacteriologist, Public Health 
Service and Seymour P. Halbert, M.D., Assistant 
Surgeon (R), Public Health Service. Pub. Health 
Rep. 63:685-688 (May 21) 1948. 


In view of conflicting opinions regarding the 
value of Shigella vaccines, investigation was made 
over a period of twenty months in institutions for 
the mentally ill or defective in New York and IIli- 
nois where there was a high endemic incidence of 
Shigella infections. The practical significance of 
adjuvants was examined, and it was decided to test 
the efficacy of large doses of vaccine given in 


saline. 


The evidence accumulated strongly indicated 
that the present Shigella vaccines given parenteral- 
ly are ineffective in the prevention of naturally oc- 


curring Shigella infections. The significance of 
booster inoculation and/or revaccination six to 
eight months after the initial treatments was 
studied, and there was no suggestion that the sec- 
ond inoculations had better responses than those 
which followed the first series. It was concluded 
that present vaccines administered parenterally 
have no significant value in the control of clinical 
or subclinical Shigella infections. 
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STUDIES OF THE ACUTE DIARRHEAL DISEASES. 
XX. FURTHER OBSERVATIONS OF CHEMOTHERAPY 
IN SHIGELLOSIS; THE EFFICACY OF STREPTOMYCIN 
AND SULFACARZOLE. By Albert V. Hardy, M.D., 
Director, Bureau of Laboratories, Florida State 
Board of Health, and Seymour P. Halbert, M.D., 
Assistant Surgeon (R) Public Health Service. Pub. 
Health Rep. 63:790-792 (June 11) 1948. 


This study reports response to streptomycin 
and sulfacarzole therapy in a series of 37 cases of 
infection with Shigella (Flexner type Z) occurring 
in inmates of an institution for the mentally de- 
fective in New York State, who ranged in age prin- 
cipally from 5 to 15 years and were almost all 
male. 


From examination of the culture specimens it 
was Clearly apparent that streptomycin given oral- 
ly, four doses daily in sweetened milk over a pe- 
riod of three days, had a profound effect on the 
intestinal flora. The nonpathogens as well as the 
Shigellae rapidly decreased in number during the 
therapy, which consisted of 3 million units in each 
of 20 cases and 6 million in each of the remaining 
17 cases. In cases in which the disease was due 
to sulfonamide-resistant strains of Shigella, the in- 
fection responded as readily to the streptomycin 
as did that caused by sulfonamide-sensitive strains. 
No significant toxic reactions to this drug were 
noted. 


Sulfadiazine was substantially more effective 
than the poorly absorbed compound sulfacarzole, 
which had the weakness of other products of this 
type, response being slow. The sulfacarzole, 8 
Gm. daily, was administered in four doses and was 
continued for four days; sulfadiazine, 4 Gm. 
daily to children, was used similarly. As in pre- 
ceding studies, the reaction to sulfadiazine was 
highly satisfactory. 

It was concluded that streptomycin may be 
considered for Shigella infections which are re- 
sistant to sulfonamides and that the frequency of 
recurrences would probably be decreased by pro- 
longing the period of treatment. 
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STUDIES OF THE ACUTE DIARRHEAL DISEASES. 
XXI. SALMONELLOSIS IN FLORIDA. By Mildred M. 
Galton, Bacteriologist, and Albert V. Hardy, M.D., 
Director, Bureau of Laboratories, Florida State 
Board of Health. Pub. Health Rep. 63:847-851 
(June 25) 1948. 
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This report covers five years of observation on 
the occurrence of salmonellosis in Florida. In all, 
there were 746 isolations of 48 types of Salmonella, 
exclusive of S. typhi. The findings are summa- 
rized to aid in providing more adequate knowledge 
of the prevalence and distribution of these infec- 
tions. 


Of the 81,174 fecal specimens submitted for 
culture during the five year period, 510 were posi- 
tive for S. typhi and 746 were positive for other 
types of Salmonella. The types found to occur 
most frequently in Florida were: S. anatum (14.4 
per cent of all), S. derby (9.6 per cent), S. oranien- 
burg (8.8 per cent), S. newport (8.9 per cent), 
and S. typhi murium (8.0 per cent). Almost all 
(98.5 per cent) of the Salmonella isolated ex- 
clusive of S. typhi were those considered to have 
animals as their natural host. Seven types not 
previously isolated were found. These were de- 
scribed by Edwards and his associates and given 
the names S. florida (2), S. inverness (3), S. 
pensacola (4), S. miami (5), S. tallahassee, S. 
daytona (6), and S. luciana (7). Three of these, 
S. inverness, S. pensacola and S. daytona, were 
encountered once only. S. miami was the one 
new type which was found frequently. It was iso- 
lated 53 times, but 26 of these positives were ob- 
tained in one outbreak of gastroenteritis involving 
60 persons in Miami in May, 1944. This organ- 
ism was isolated also from pickle served in a res- 
taurant in which the affected individuals had 
eaten. The remaining isolations came from scat- 
tered localities. 


The fecal specimens examined came largely 
from food handlers. Most of the isolations were 
from apparently healthy persons. Follow-up ex- 
aminations were submitted on individuals found 
positive. The data suggest that the carrier state 
is relatively transient. Repeat positives were un- 
common and the longest period over which one 
person was found to harbor one type of Saimonella 
(other than S. typhi) was four and one-half 
months. Multiple types were occasionally found 
from the same person. 


Geographically the various Salmonella types 
were scattered widely. The evidence did not sug- 
gest that there were foci of infection with the dif- 
ferent types. The explanation and significance of 
these widely distributed infections, the authors 
concluded, clearly warrant detailed investigation. 
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NEGATIVE RESULTS OF TOCOPHEROL THERAPY IN 
CARDIOVASCULAR DISEASE. By Charles K. Done- 
gan, M.D., Addison L. Messer, M. D., Edward S. 
Orgain, M.D., and Julian M. Ruffin, M.D. Am. J. 
M. Sc. 217:294-299 (March) 1949. 

A study is reported in which an attempt was 
made to evaluate by laboratory tests and clinical 
examinations the effect of tocopherol therapy in 
selected types of cardiovascular disease. In the 
series of 21 cases, the patients were kept under 
observation from five to twenty months; 7 had 
hypertensive vascular disease without cardiac en- 
largement on roentgen examination, 7 had hyper- 
tensive vascular disease and cardiac enlargement 
on roentgen examination, and 7 had classical and 
relatively stable angina pectoris. 

It was demonstrated that tocopherol therapy 
produced no appreciable benefits either subjective- 
ly or objectively. Neither in symptomatology nor in 
objective findings was there significant improve- 
ment. Specifically there was no lowering of the 
blood pressure, no decrease in the size of the heart 
demonstrable roentgenologically, nor improvement 
in the electrocardiogram. The changes recorded in- 
dicating improvement in some and progression in 
others were only such as might be expected in the 
natural evolution of their cardiovascular disease. 
No toxicity from the drug was noted in any pa- 
tient. There was no correlation between the level 
of blood plasma tocopherol and the clinical course 
of the disease, It was noted that in patients with 
congestive heart failure, the tocopherol blood levels 
were normal and not reduced. It was, however, 
shown that the blood level of tocopherol can be 
significantly raised by the oral administration of 
the drug. 

Sw 


VISCOSITY STUDIES OF ERYTHROCYTES FROM 
PERSONS WITH SICKLE CELL DISEASE. By William 
M. McCord, William H. Kelley, Paul K. Switzer 
and F. Bartow Culp. Proc. Soc. Exper. Biol. & 
Med. 69:19-22, 1948. 

These authors set out to investigate the pos- 
sibilities of the viscosimetric method as an objec- 
tive means of measuring the sickling tendency of 
the red cells of individuals or groups of persons 
under varying conditions. Such a method is de- 
scribed for the study of this tendency of red cells 
from subjects with sickle cell disease. This method 
does not differentiate between sickle cell anemia 
and sickle cell trait. Data are compared with ob- 


servations of other investigators. 
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PEDIATRIC PROCTOLOGY. By Claude G. Mentzer, 
M.D. South. M. J. 41:798-803 (Sept.) 1948. 

The author discusses the role of abnormal elim- 
ination in pediatric proctology, its management, 
and the treatment of anorectal disorders associ- 
ated with it. His observations are based on an 
analysis of 75 of 127 consecutive cases in his prac- 
tice. He concludes that the need for collaboration 
between pediatrician and proctologist cannot be 
stressed too much and adds that pediatricians, and 
general practitioners who take care of children, 
have the opportunity and duty to practice preven- 
tive medicine. With the help of the mothers, they 
can establish proper habits of elimination in the 
preschool child so that desirable physiologic prac- 
tices may be firmly fixed before school days begin, 
and thereby greatly lessen the incidence of anal 
and rectal disorders. 
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TOXEMIA SUPERIMPOSED UPON PREPREGNANT 
HYPERTENSION TREATED BY SPLANCHNICECTOMY. 
By Max M. Peet, M.D., Emil M. Isberg, M.D., 
and Robert C. Bassett, M.D. Surg., Gynec. & 
Obst. 86:673-679 (June) 1948. 

Bilateral supradiaphragmatic splanchnicectomy 
with lower dorsal sympathetic ganglionectomy is a 
new therapeutic approach to the problem of tox- 
emia superimposed on prepregnant hypertension. 
Five cases are reported in which this surgical 
treatment was aimed directly at the underlying 
hypertensive disease in the belief that the compli- 
cating toxemia is a consequence of the pre-existing 
hypertensive state. In 2 cases the results were 
excellent; the toxemia disappeared, blood pres- 
sure levels became normal, living infants were ob- 
tained, and normal blood pressures had persisted 
for four and two years respectively following deliv- 
ery. There was no influence on the toxemia in 
the remaining 3 cases, but in 1, the blood pressure 
levels following delivery were significantly de- 
creased as compared to the prepregnant levels. 

The authors recommend that splanchnicec- 
tomy be considered in cases of toxemic pregnancy 
superimposed on pre-existing hypertension before 
decision to interrupt the pregnancy is reached. In 
their opinion the surgical treatment of hyperten- 
sion not only affords an opportunity for relief 
from the toxemia and a good chance to obtain a 
living infant, but it also presents the significant 
possibility of gaining a lasting relief from the un- 
derlying hypertensive state. 
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DIABETES MELLITUS: PRACTICAL MANAGEMENT 
OF AMBULATORY CASES. By Carlos P. Lamar, M.D. 
Medical Times (Sept.) 1949. 


In this article Dr. Lamar presents a general 
outline of the procedures for the management of 
ambulatory diabetic patients without complica- 
tions, carried out in his private practice and for 
his clinic patients. The care of these patients 
should be directed by the general practitioner, he 
avers, and the management may be carried out in 
simple ways, usually without need of expensive 
hospitalization. Therapeutic aims include essen- 
tially the restoration and maintenance of normal 
strength and weight, normal well-being and clear 
or aglycosuric urines with normal! blood sugar 
levels. 


The author’s system of diet prescriptions, 
simple and easily understood by most patients, 
features individual caloric requirements for each 
patient, regulated according to his body weight 
responses to an average or standard observation 
diet. This diet is arranged with average portions 
of common foods, adequate to the patient’s excess 
or lack of body weight. 


A simple method for estimation of insulin dos- 
age is presented. The importance of continuous 
education and careful supervision is stressed, and 
normal physical activities and a healthy mental 
attitude are regarded as not only a consequence 
but an indispensable part of good diabetic man- 
agement. 
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MULTIPLE CYSTIC TUBERCULOSIS OF THE BONES. 
By McLemore Birdsong, M.D., and Camillus S. 
L'Engle, Jr., M.D. Pediatrics 1:767-770 (June) 
1948. 


A case is reported in which cystic tuberculous 
lesions were present in the flat and long bones as 
well as in the bones of the hands and feet. This 
combination, apparently occurring rarely, was ob- 
served in a white boy aged 13 months and is the 
fourteenth case of multiple cystic tuberculosis 
reported in pediatric literature. Other authors re- 
ported similar cases, but without recovery of the 
tubercle bacillus from the actual lesions. It is gen- 
erally agreed that these lesions occur secondarily 
to tuberculosis elsewhere and the infection is 
spread by the blood stream. 
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The Rice Diet 
The “Rice Diet” and its effect upon arterial 
hypertension have been the subject of much dis- 


cussion during the past few years. A few strong 
advocates for and against this method of treat- 
ing hypertension have been locked in mortal com- 
bat, while a majority of clinicians have sat on the 
sidelines watching the titanic struggle with a bit 
of healthful doubt and a wee bit more—even a 
generous dash—of humor and good nature. 


The first reported results of treatment with 
the ‘Rice Diet” appeared to be strongly favor- 
able, yet the over-all theory seemed weak. Reduc- 
tion of the obese person’s weight was accepted by 
all as being sound, but the administration of a low 
protein, low mineral diet to all for an extended 
period of time was not accepted by an inquiring 
few. Some of the doubting Thomases questioned 
the control studies. They objected to the strong 
psychosomatic approach that was made while the 
diet was being administered, with results reported 
as if due to the diet alone. 


In an article published in the Annals of Inter- 
nal Medicine for April 1949, Drs. Henry A. 
Schroeder, Palmer H. Futcher and Melvin L. Gold- 
man reported the results of their observations upon 
this method of treating hypertension. Their sum- 
mary and conclusion were: 


On the basis of this study, a diet of unsalted rice, 
fruit juices and vitamins is of questionable value in 
the treatment of most patients with arterial hyperten- 
sion. When the disease process was advanced, neither 
salt restriction nor the rice diet appeared to be effica- 
cious. . . .The regime advocated by Kempner. . .has 
strong psychotherapeutic influences. . . and control 
periods in hospital. . . have not been shown... . 


It would seem that those physicians who fol- 
lowed the age-old advice of Alexander Pope can 
now take a deep breath of satisfaction: 


Be not the first by whom the new are tried. . . 


“In One Door and Out the Other” 


Lord Horder, physician to King George VI, 
who at 79 heads a dozen important medical and 
civic societies in Great Britain, pictured demoral- 
ized doctors and curtailed hospital service under 
his country’s nationalized medicine program when 
he attended the recent Seventh International Con- 
gress on Rheumatic Diseases in New York. He 
remarked that the whole philosophy of the general 
practitioner has changed, for the doctor who was 
accustomed to ask “‘What’s ailing you?” now is 
forced to ask “What do you want?” 


It may be wigs, toupees, girdles, glasses, or 
wheel chairs that the patient wants. A case in 
point was related in a letter to the editor, publish- 
ed in the London Daily Express, and given public- 
ity in this country in a broadcast by Fulton Lewis, 
Jr., on September 20. A doctor in the British free 
medical program, on request, gave a certificate for 
new canvas for a specially strengthened invalid 
chair to a patient who had used it for shopping 
for years. At the local Health Ministry offices it 
was decided that the chair was out-of-date and 
that she must have a new one. Back she was sent 
to the doctor, who gave her the required note say- 
ing she needed an invalid’s chair and another note 
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to the hospital, which then issued a certificate 
stating that she qualified for a chair. 

Weeks later, the medical officer summoned her 
to insist that an electric chair would be more suit- 
able, but she was adamant, preferring one of her 
husband’s three cars when she wished a motorized 
vehicle. Yielding, he replied, “But you must have 
a garage with the chair we are giving you.”’ De- 
spite her protest that she had ample garage room, 
eventually a surveyor and two men arrived to select 
the site for the garage. Now she has a new chair 
and its garage when all she wanted was permission 
to buy a piece of canvas. 

Lord Horder said that he knew doctors who 
had had to take on as many as 4,000 patients in 
order to make a living under the plan and added 
that “about all they can do is run them in one 
door and out the other.” The recent announce- 
ment of greatly reduced hospital expenditures, 
with wards and laboratories already being closed, 
had scarcely alleviated the ‘‘smoldering discontent” 
of the British medical profession toward the Minis- 
try of Health, he observed, adding that “‘there’s 
nothing we can do about it as the law prohibits 
raising money in the old way.” 

At this writing, Britons have just had a poign- 
ant reminder that free medicine after all is not 
free. Not only does the British taxpayer, and 
indirectly the American taxpayer, pay and pay, 
but now it is decreed that the individual patient 
must pay a shilling, approximately 14 cents, for 
a prescription. This entering wedge is not only 
an admission of failure but it is believed in reliable 
quarters that it heralds a specific charge on nearly 
all services, or a weekly health deduction from 
pay envelopes up sharply enough for the patients 
to know that the so-called free service is not free. 


“Those Selfish Doctors” 


The editorial eye fell upon a lay editorial re- 
cently which is worthy of remark and iurnishes 
the title for this comment. It observes that the 
American medical profession, “excoriated by Mr. 
Truman and the federal security administrator, 
the selfless Oscar Ewing, as a bunch of merchants 
of death,” appears to have little chance of enjoy- 
ing its ill gotten gains. It seems, instead, that 


these American physicians who are accused of 
leaving their fellow citizens in neglect are ex- 
hausted by their labors and precede them in death. 

The theme song of the Washington bureaucrats 
has been the claim that tens of thousands of per- 
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sons die needlessly in this country every year be- 
cause of lack of medical care. The omniscient 
Mr. Ewing puts the figure at 325,000. It is, how- 
ever, left to the American Medical Association to 
bring out that such a figure must include 40,000 
deaths from accidents and 115,000 from cancer 
and heart disease, whose victims “could not be 
saved by a whole convention of doctors.” 

This association found that the average age of 
white males in this country at the time of death 
is 67.5 years, and for physicians 67.3 years. Phy- 
sicians, it appears, have no better chance of escap- 
ing the hazards of accident and disease than any- 
one else. In fact, heart disease accounted for 
42.2 per cent of deaths among physicians, as 
against 38.9 per cent of deaths among white males 
of comparable ages. Cancer, ranking second as 
a cause of death among the population at large, 
takes third place among physicians, who probably 
recognize symptoms earlier and begin treatment 
promptly. Nevertheless, they die of it the same 
as other people do, and in about the same propor- 
tion. 

Citing these facts, the lay editorial concluded: 
“Tt is to be supposed that the Truman prescription 
for political medicine to save ‘needless deaths’ 
would also save the lives of physicians who can- 
not give each other longer lives than they give 
their patients. If that shouldn’t work, Truman 
might try passing a law saying that all physicians 
shall live to be 95 so as not to spoil his propa- 
ganda.”! 


i. Chicago Sunday Tribune, May 1, 1949. 


Postgraduate Assembly in Endocrinology 
Including Diabetes 


A practical course of postgraduate studies in 
Endocrinology and Diabetology will be presented 
at the Roney-Plaza Hotel in Miami Beach, April 
3-8, 1950. The lectures, clinics and demonstra- 
tions will be of high interest and value to the spe- 
cialist and the general practitioner alike. Ample 
time will be given to questions and answers at the 
close of each session, and registrants will be en- 
couraged to contact members of the faculty for 
individual discussions. 

Prominent researchers and clinicians in the 
field of endocrinology and metabolic disorders will 
comprise the faculty. They have been gathered 
from the various scientific centers throughout the 
United States and Canada. 

A fee of $75 will be charged for the entire 
course, and the attendance will be limited to 100. 
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Registrations will be in the order of checks re- 
ceived and will close on March 3, 1950. Should 
there be an insufficient number of applicants to 
fill the course, the registration fee will be refund- 
ed immediately in its full amount. This course 
has been approved by the Veterans Administration 
for ils physicians. 

Applications, on personal letterhead, together 
with check payable to the Association for the 
Study of Internal Secretions, should be forwarded 
to Henry H. Turner, M.D., Secretary-Treasurer, 
1200 N. Walker St., Oklahoma City 3, Okla., be- 
fore March 3. Further information and the pro- 
gram will be furnished upon request. 

The special convention rates offered for this 
assembly by the luxurious Roney-Plaza Hotel 
afford an unusual opportunity for physicians to 
participate in a highly instructive program pre- 
senting the latest advances in endocrinology and 
metabolism and at the same time enjoy with their 
families a pleasant vacation. Hotel reservations 
should be made directly with the Roney-Plaza 
Hotel, Miami Beach, and the hotel should be 
advised that the applicant will attend this Post- 
graduate Assembly. 

Dr. Carlos P. Lamar of Miami is chairman of 
the local arrangements committee and of the sec- 
tion on diabetes of the assembly. It is expected 
that many Latin American physicians will attend 
this important event. 


Seminar on Cancer 
Birmingham, Feb. 21-23 


Florida physicians are invited to attend a three 
day Seminar on Cancer at the Medical College of 
Alabama in Birmingham on February 21, 22 and 
23. It is sponsored jointly by the Medical Asso- 
ciation of Alabama, the Jefferson County Medical 
Society, the Extension Division of the University 
of Alabama and the Alabama Division of the 
American Cancer Society. 

The program has been arranged to give physi- 
cians the up-to-the-minute information they have 
indicated they desire most on new and advanced 
methods of detection, diagnosis and treatment. 
In the subjects chosen for presentation, the dis- 
similar problems that confront the specialist and 
the general practitioner have been given due con- 
sideration. 

At least ten specialists widely recognized for 
their work in their various fields will lecture. 
They include Drs. Louis H. Clerf, Harry Bacon 
and/or Lloyd F. Sherman, Philadelphia; Frank 
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Adair, Oliver S. Moore and Alexander Brunschwig, 
New York; A. N. Arneson, St. Louis; William F. 
Reinhoff, Baltimore; Sidney Farber, Boston; and 
Ralph W. Caulk, Washington. At a dinner at the 
Tutwiler Hotel climaxing the first day’s sessions, 
Dr. Charles $. Cameron, Jr., New York, Medical 
and Scientific Director of the American Cancer 
Society, will be the speaker. 


It is expected that out-of-state representation 
will be large for an invitation has been extended 
to members of all state and county medical socie- 
ties throughout the Southeast. There is no regis- 
tration fee. Reservations for the Seminar should 
be made through Dr. Karl F. Kesmodel, Medical 
Arts Building, Birmingham. Hotel reservations 
should, however, be made direct with the head- 
quarters hotel, The Tutwiler, or with nearby Hotel 
Molton or Hotel Redmont. 


Graduate Medical Education Schedule 


The Department of Medicine of the Graduate 
School of the University of Florida in cooperation 
with the Florida Medical Association and the 
Florida State Board of Health announces its pro- 
gram for the year 1950. As has been the policy 
in the past, the Department is endeavoring to 
bring the best possible graduate medical education 
to the physicians of Florida. A variety of courses 
is planned in order that both the specialists and 
the general practitioners will find them inform- 
ative and stimulating. 


The lecturers chosen are again authorities in 
their respective fields. They will present the 
latest developments and advances in _ their 
specialties. 


Last month the Midwinter Seminar in Ophthal- 
mology and Otolaryngology was as usual held in 
Miami Beach, from the sixteenth through the 
twenty-first. The dates for the Special Graduate 
Short Course held in Jacksonville were January 
23 to 28. 


A Diabetes Seminar is scheduled for Tampa 
in March, with details to be announced shortly. 
The Special Course on Cardiovascular Diseases 
will this year be held in May instead of June, 
the dates being May 15-20. The Tuberculosis 
Seminar follows on May 24-26 in Orlando. 

The Eighteenth Annual Graduate Short Course 
is scheduled for the week of June 26, concluding 
on July 1. It will be held at the usual place, the 
George Washington Hotel in Jacksonville. 
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Further details will be published later in The 
Journal. Additional information may be obtained 
from the Department of Medicine, 2033 Riverside 
Ave., Jacksonville, or from the members of the 
Committee on Medical Postgraduate Course of 
the Florida Medical Association. 


Report of Delegates to A. M. A. Convention 
Washington, D. C., Dec. 6-9, 1949 


The House of Delegates of the Third Clinical 
Session of the American Medical Association was 
called to order at 10:00 a.m., Dec. 6, 1949 in the 
Presidential Room of the Statler Hotel in Wash- 
ington, D. C. by the Speaker of the House, Dr. 
F. F. Borzell. One hundred eighty-seven of the 
possible one hundred ninety members of the House 
were present. The Florida delegates were present 
and active. 


Those nominated for the General Practitioner’s 
Award were Drs. Andy Hall of Mt. Vernon, IIl- 
inois, Lyle (Bunny) Hare, Spearfish, South Da- 
kota and Thomas Edwin Rhine, Thornton, Ark- 
ansas. Dr. Andy Hall was elected by a vote of 
the House and the award was made at a cocktail 
party given by the Board of Trustees on the even- 
ing of Dec. 6, 1949. Dr. Hall was born on a farm 
in southern Illinois nearly 85 years ago and his 
first years of schooling were spent in a one room 
log schoolhouse. He attended Illinois Normal and 
Business College at Dixon and for a while taught 
school. After graduating from Northwestern Uni- 
versity Medical School in 1890 he located in Mt. 
Vernon where he has practiced medicine for nearly 
sixty years. He still makes house calls and goes 
to his office daily. He has done postgraduate 
work at various clinics in the Midwest. He was 
or four years director of the Illinois State Depart- 
nent of Health. He has been vigorously active 
n his county medical society serving as secretary 
or 15 years and later as president. He was presi- 
‘ent of the Southern Illinois Medical Society and 

yuncilor of the state medical society for 19 years. 
le served his county in the Spanish-American 
Yar and Philippine Insurrection and World War 

During World War II he was chairman of the 
ledical Board of Appeals under the Selective 
ervice Act. He is active in church work, the 
.nights Templar and veterans’ organizations. He 
till travels with high school basketball teams, 
state champions this year) to their principal 
imes. He is skillful, generous and devoted to 
At the age of 32 he was elected 


S patients. 
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mayor and for 8 years was head of the township 
high school board. The Mt. Vernon Chamber of 
Commerce voted him its annual civic award for 
outstanding and distinguished community service. 

In the remarks of the Speaker of the House, 
he directed the attention of the members to the 
fact that the Department of Justice was now ex- 
amining all the files and records of the American 
Medical Association and of some 22 county medi- 
cal societies in an effort to obtain some inform- 
ation that might incriminate the medical profes- 
sion, information which they certainly do not 
possess or they would not be in search of it. He 
feels that the county and state societies should be 
drawn closer together in an effort to further ad- 
vancement of medicine and medical care. Mem- 
bers of state and county societies are urged to 
attend the sessions of the House of Delegates. 

President, Dr. E. E. Irons, in a very forceful 
address reminded us that we must continue 
our fight against the socialization of medicine 
with dignity but with force, that we have consider- 
able evidence of progress but warned against re- 
laxation. We have no alternative but to get into 
the fight politically for it is our duty to defend the 
American way of life, he advised. We were told 
that the government is sending a group, at the tax 
payers’ expense, to Europe to get more ammuni- 
tion with which to fight. It is anticipated, Dr. 
Irons believes, that the ammunition will not be 
too greatly to their liking, for a group of Congress- 
men who were in favor of state medicine made a 
trip to Europe and returned with changed minds 
after seeing what has happened in England. He 
also pointed out that we are slowly being led down 
the road to the welfare state and that it is our 
responsibility to stop it, a responsibility which we 
cannot delegate to anyone else. 

Dr. Elmer Henderson, president-elect and 
chairman of the Coordinating Committee of the 
National Educational Campaign gave a fitting ad- 
dress along with his report of the activities of the 
committee. He called 1950 “‘Medicine’s Armaged- 
don” and states, in part, “American Medicine, 
during 1949, became a well organized powerful 
fighting force for freedom. It met its enemies in 
spectacular contest before the people and its en- 
emy gave ground. At the 1949 Session of Con- 
gress the fight for compulsory health insurance 
was abandoned, even though the White House 
itself had become a sounding board for the Social- 
izers. Let’s reach our objectives in 1950—let’s 
face our battle of Armageddon, proud to carry the 
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banner for American Medicine and our American 
way of Life.” 


One of the more important steps taken by the 
House of Delegates was to amend the By-Laws of 
the Association so that for the first time in the 
history of the Association members will be re- 
quired to pay annual dues. The dues as recom- 
mended by the Board of Trustees and approved 
by the House in 1950 are $25.00 a year. Each 
member on payment of his dues will receive a card 
and a certificate of membership will be enti- 
tled to attend the scientific sessions of the Ameri- 
can Medical Association which previously have 
been limited to Fellows and invited guests. An 
official notice of this action of the House will be 
sent to each constituent Association which will 
arrange for the collection of the dues according 
to the local custom in the collection of dues. It 
is not the wish of the American Medical Associa- 
tion House of Delegates to collect dues from phy- 
sicians who are retired because of old age or phy- 
sical disability or who would suffer financial hard- 
ship because of such payment. It is the wish of 
the House, to have all physicians in active prac- 
tice and in medical teaching as paid members of 
the American Medical Association. An active 
member who becomes delinquent in payment of 
his dues will forfeit his active membership in the 
American Medical Association if he fails to pay 
the delinquent dues within thirty days after notice 
of the delinquency has been mailed by the secre- 
tary of the A. M. A. to his last known address. 


It is the belief of the House of Delegates that 
the American Medical Association like other great 
national organizations must be able to depend on 
dues for the support of the growing program of 
service to the profession and to the public. The 
responsibilities of the Association are increasing 
constantly and the revenue from its publications 
cannot now meet the cost of this expanding pro- 
gram. Much of the collected dues will be used to 
promote voluntary health insurance plans. In- 
cluded in the attempts toward furthering the adop- 
tion of voluntary insurance will be endeavors to 
encourage plans for individual subscribers, protec- 
tion coverage for those over 65 years of age and 
inauguration of special coverage for those faced 
with “catastrophic” illnesses. Some of the money 
collected from dues will be used to fight the ad- 
ministration’s compulsory health program. 


The full effect of the new provisions will have 
to be studied and developed during the next year. 
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However, the following interpretation of the 
amended By-Laws is offered for your guidance 
at this time: (a) Active membership in the Ameri- 
can Medical Association will continue to be limit- 
ed to those members of constituent associations 
who, first, hold the degree of Doctor of Medicine 
or Bachelor of Medicine and, second, are entitled 
to exercise the right of active membership in their 
constituent associations as provided in Article 5 of 
the Constitution of the American Medical Associa- 
tion. (b) A member of the American Medical Asso- 
ciation shall lose his membership in the Association 
when the secretary of the American Medical Asso- 
ciation is officially informed that a member is not 
in good standing in his component society or is 
delinquent in the payment of the American Medi- 
cal Association dues established by the above 
change in the By-Laws. (c) Forfeiture of mem- 
bership in the American Medical Association due 
to failure to pay dues will have no effect on the 
component or constituent medical societies unless 
the component or constituent societies so amend 
their respective Constitutions and By-Laws. It is, 
therefore, possible that a physician may be a mem- 
ber of his component or constituent society and at 
the same time not be a member of the American 
Medical Association. (d) The amended By-Laws 
provide for the collection of the American Medi- 
cal Association dues by the constituent association 
for transmittal to the secretary of the American 
Medical Association. The detail method to be 
adopted by each constituent association will vary 
in each state. In general, the method utilized in 
each state for the collection of its own component 
or constituent association dues should be followed. 

No changes have been made in the Constitu- 
tion or By-Laws of the American Medical Asso- 
ciation with respect to Fellowship. Eligibility for 
Fellowship and annual Fellowship dues of $12.00 
remain the same. Under the present By-Laws a 
Fellow will pay for the year 1950 a total member- 
ship and Fellowship dues of $37.00. The follow- 
ing members may be exempted from the payment 
of $25.00 American Medical Association member- 
ship dues: retired members, members who are phy- 
sically disabled, internes and those members for 
whom the payment of such dues would constitute 
a financial hardship. 

No member shall be exempted from the pay- 
ment of the American Medical Association dues 
who is not exempted from his component or con- 
stituent society dues. 


There were, of course, numerous officer and 
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council and committee reports; also numerous 
resolutions introduced into the House, the major- 


ity of which were of matters already effective in 
the medical association or of such matters that 
would not be appropriate at this time. Many 
others were passed and all of these reports can be 
read in detail in the December 17 and 24, 1949 
issues of the Journal of the American Medical 
Association. 


It might be interesting to you to note in the 
report of the Council on Medical Service that in 
December 1948 the House of Delegates authorized 
reorganization of the Council which is in the pro- 
cess of reorganization now. They are appointing 
in this Council correlating committees who will 
report to the Council. The first is a Correlating 
Committee on the Extension of Hospitals and 
Other Facilities; second, the Medical Care of the 
Industrial Worker; third, the Correlating Com- 
mittee on Indigent Care; fourth, the Correlating 
Committee on the Care of Veterans (your dele- 
gate, Dr. Louis M. Orr of Orlando, is a member 
of this committee); fifth, the Correlating Com- 
mittee on the Prepayment of Hospital and Medi- 
cal Service; sixth, the Correlating Committee on 
Relations with Lay-Sponsored Health Plans and 
seventh, the Correlating Committee on Maternal 
and Child Care. It is felt that the reorganization 
and the broadening of the activities of this Coun- 
cil will be of great help to the Association and its 
members. 


Report on the Committee on Displaced Phy- 
sicians. This committee was appointed by the 
Board of Trustees in accordance with a resolu- 
tion passed by the House of Delegates in the 1949 
annual session and has made, in part, the follow- 
ing report: “Of the more than 2600 displaced phy- 
sicians in the occupied zones of Europe a number 
have already immigrated to this country and many 
more, it is anticipated, will come although there 
are probably almost two thousand remaining in 
Europe at the present time. Among these physi- 
cians there are some who escaped into western 
Germany without any personal documents as to 
graduation from medical school or evidence of 
their status as practitioners in their own country. 
For a large proportion of these individuals it is 
impossible to obtain certificates of graduation from 
medical schools which are located in areas under 
Russian control. The International Refugee Or- 


ganization has checked all credentials and other 
evidences of professional status of every one of 
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these physicians and has certified all those found 
worthy of such certifications for medical work 
among the displaced populations of which they 
form a part. Medical and public health activity 
for the past four years has been carried on among 
these people under the direction of the Inter- 
national Refuge Organization and the health 
standards and statistics will bear comparison with 
any civilized nation. Among the displaced phy- 
sicians there is about the proportion of specialties, 
teachers and other leaders of the profession as 
would be expected in the population of any civil- 
ized country. These physicians, like the other 
displaced persons, are homeless, penniless and can- 
not return to the country from which they came 
because their return to areas under Communist 
control, to which they are known to be opposed, 
would mean imprisonment or death. 


With the above facts in mind the Committee 
on Displaced Physicians makes the following re- 
commendations: first, that the American Medical 
Association suggest to the state medical examin- 
ing boards and to the Federation of State Medical 
Boards of the United States that they give special 
study to the present unique situation with respect 
to displaced physicians with the idea of framing 
special regulations to meet the problem; second, 
that the plan of accepting International Refugee 
Organization certification in lieu of other evidence 
of graduation and other professional status when 
such evidence cannot be obtained, be suggested 
to the state medical examining boards; third, that 
efforts be made by state medical examining boards 
to arrange for the appointment of displaced phy- 
sicians in state hospitals as has been done in Iowa, 
and in such other hospitals as may be possible, 
thus enabling such physicians to become better 
acquainted with American medical methods and 
practices; fourth, that state medical boards be 
urged to consider the framing of special regulations 
designed to make it possible for specially qualified 
displaced physicians to be licensed for limited 
practice in a community and hospitals where their 
services are needed; fifth, that the American 
Medical Association recommend to the appropri- 
ate departments of the Federal Government that 
steps be taken to allow the utilization of the serv- 
ices of displaced physicians certified by the Inter- 
national Refugee Organization in Federal Services 
such as the Indian and Alaskan Services under the 
Department of Interior where it is understood that 
a great need for physicians exists and sixth, that 
a copy of this report be sent to the secretary of 
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each state medical examining board and to the 
secretary of the Federation of State Medical Ex- 
amining Boards of the United States.” 

This report will, of course, have to be studied 
in detail by the Florida State Board of Medical 
Examiners since at the June 1949 meeting a re- 
solution was adopted to accept no more graduates 
of foreign medical schools or Grade B medical 
schools for examination by the Florida State Board 
of Medical Examiners. 

During the closing session of the House of 
Delegates Mr. George Craig, National Commander 
of the American Legion, was introduced and spoke 
briefly, in part, as follows: “We of the American 
Legion realize that you are here to take action not 
only on matters which pertain to your profession 
but also to those which pertain to the general wel- 
fare. I think and know you realize that you and 
the American Legion are on the same team. We 
believe in the same principles of government that 
you believe in, we want to join with you and want 
you to join with us and do something about it. 
You well know the stand of the American Legion 
on Socialized Medicine, compulsory health insur- 
ance and all those other matters that puts the 
government into the life of the individual, removes 
the government from the control of the people. 

“J might say to Mr. Ewing and the other pro- 
ponents of these programs that I am reminded of 
an old Confederate general who lived many years 
after the War between the States, or the Civil War, 
depending upon which side of the river you came 
from. He had a grandson of whom he was very 
proud, a sterling man of character. The young 
man had obtained through appointment the posi- 
tion of cadet at West Point. He was fearful that 
if the old grandpa who was still living in the days 
of Appomattox heard about it, he would refuse 
to let him go north to school. So, the young man 
concealed from his grandfather the plans he had 
until the night before his departure and he went 
to the old man’s room late that night and he said, 
‘Grandfather, tomorrow I am going to college. 
I am going to the United States Military Academy 
at West Point.’ The old man’s eyes twinkled and 
he didn’t say anything. He said further, ‘Grand- 
father, that is north of here.’ His grandfather 


said, ‘That is all right, son, you go up there to 
West Point, you study hard, get acquainted with 
as many people as you can, learn all about those 
people that you can, then you come back here be- 
cause this shootin’ ain’t over yet.’ 

“So I think that you and I, the American 
Medical Association and the American Legion 
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may advise our adversaries that we have just be- 
gun to fight.” 


Other activities of this House of Delegates 
consisted of: deliberations directed at the Board 
of Trustees to make appropriate studies for the 
creation of a Junior American Medical Association 
and to report at the next meeting of the House 
of Delegates; authoritization of a committee of 5 
members of the House of Delegates to be appoint- 
ed by the Speaker of the House to study the status 
of veterans with non-service-connected illnesses 
and report back at the next meeting; urging the 
development of systems to handle emergency calls; 
making a report of the progress of the American 
Medical Association National Education Commit- 
tee; stating that Public Health officers* should 
receive salaries commensurate with their respon- 
sibilities in comparison with others who have 
similar responsibilities; authorizing the appoint- 
ment of a committee of lay persons to help in the 
National Education Campaign; calling attention 
to the neglect by the Federal Government of the 
Army Medical Library and urging the Army, the 
President of the United States and the Congress 
to make provisions for adequate quarters for this 
invaluable service; and to encourage the establish- 
ment of grievance committees, or comparable pro- 
grams, by constituent associations to permit the 
hearing of complaints from the public. 


More than 8,400 attended this Clinical Session 
of the American Medical Association. Out of this 
number more than 3,000 were Fellows of the Asso- 
ciation. A succession of Clinical presentations 
were offered in a wide variety of the fields of 
medical endeavor. Motion pictures, television in 
color and black and white, as well as technical and 
scientific exhibits provided additional evidence of 
the success of this session. Radio, likewise, play- 
ed a predominant role and many interviews were 
arranged for broadcast. Some of the broadcasts 
were transcribed for reproduction over the “Voice 
of America.” 


The next session of the American Medical 
Association will be in San Francisco, June 26-30, 
1950. The Board of Trustees announced the re- 
tiring of Dr. Morris Fishbein by mutual agreement 
as Editor of the Journal of the American Medical 
Association, effective Dec. 1, 1949, and the ap- 
pointment to this editorship of Dr. Austin E. 
Smith. 

Respectfully submitted 
Homer L. Pearson, Jr., M.D. 
Louis M. Orr, II, M.D. 
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| YOUR BLUE SHIELD | 





Facts about Blue Cross-Blue Shield 
Series “7” Contract Availability 

At present the new Series “7” Blue Cross and 
Blue Shield contracts are being offered to mem- 
bers of all present Blue Cross-Blue Shield groups 
and to all new members. All groups were notified 
of the new contracts by mail and were sent de- 
scriptive literature. Blue Cross-Blue Shield repre- 
sentatives are now in the process of calling on all 
groups for the purpose of personally explaining 
the Series “7” Contracts to the group members 
and assisting in the conversion to the new cover- 
age. As rapidly as possible direct payment mem- 
bers will be notified of the availability of the 
Series “7” Contract and at that time holders of 
Blue Cross contracts only will be given an oppor- 
tunity to enroll in Blue Shield. 

Rates 

Group rates for the combined Blue Cross-Blue 
Shield Series “7”? Contract are as follows: $2.40 
a month for a single man or woman (about 8c a 
day): $5.80 a month for a family (man, wife and 
all unmarried children under 19 years of age), 
which averages about 19c a day for a family, or 
5c a day for each member of the average family. 


New Doctor’s Service Report 

By now all participating physicians have re- 
ceived a supply of the new Blue Shield Doctor’s 
Service Report which is to be completed for all 
Blue Shield cases. To conform with the Series 
“7” Contract, these forms include a section for 
reporting medical services rendered Blue Shield 
subscribers while in the hospital. The new Blue 
Shield In-Hospital Medical benefit provides for 
payment up to $5.00 for each daily visit made by 
a participating physician in charge of the case, 
commencing on the fourth day of the patient’s 
hospitalization for non-surgical, non-obstetrical 
cases, up to twenty-eight visits in any one contract 
year. 

Physicians are’urged to complete a Doctor’s 
Service Report for each Blue Shield case immedi- 
ately after the services have been rendered and 
send it to the Blue Shield office in Jacksonville 
in order that payments may be kept current. Ad- 
ditional supplies of Doctor’s Service Reports will 
be furnished upon request to the Blue Shield Plan 
at Box 1798, Jacksonville, or to any of the fol- 
lowing area offices: Gainesville: Mr. Gilbert 
Cook, P. O. Box 420; Lakeland: Mr. Norman 
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Cason, 909 S. Tennessee Avenue; Miami: Mr. 
John C. Lee, 411 Chamber of Commerce Build- 
ing; Orlando: Mr. John R. Brothers, P. O. Box 
1305; Pensacola: Mr. Paul M. Miller, 117 South 
Baylon Street; St. Petersburg: Mr. Arthur Tatum, 
2220 19th Avenue South; Sarasota: Mr. James 
R, Ogburn, P. O. Box 1628; Tallahassee: Mr. F. 
T. Stallworth, Tallahassee Memorial Hospital; 
Tampa: Mr. Leonard Brown, Room 21, Western 
Union Building and West Palm Beach: Mr. S. 
Bruce Lynes, P. O. Box 1686. 





BIRTHS AND DEATHS —_si 


Births 
Dr. and Mrs. Herman K. Moore of Key West announce 
the birth of a daughter, Linda Jean, on Aug. 3, 1949. 
P24 
Dr. and Mrs. Wallace H. Mitchell of Key West an- 
nounce the birth of a daughter, Edna Allison, on Nov. 
2, 1949. 





Deaths — Members 
Farber, Chas. K., St. Petersburg : 
McGinnis, Robert H., Jacksonville 
O’Quinn, Leon H., Hialeah... 


Dec. 6, 1949 
....Dec. 27, 1949 
Dec. 13, 1949 





STATE NEWS ITEMS 





The Georgia Society of Ophthalmology and 
Otolarynogology will hold its annual meeting at 
the General Oglethorpe Hotel in Savannah, March 
3-4, 1950. 

Eminent lecturers on the program and their 
subjects are: Dr. Bayard T. Horton, Rochester, 
Minnesota, “Treatment of the Dizzy Patient” and 
‘Headaches —- Common Varieties and Their 
Treatment”; Dr. John M. Converse, New York 
City, “Treatment of Acute Maxillofacial Trauma” 
and “Rhinoplasty”; Dr. Mercer G. Lynch, New 
Orleans, La., “Carcinoma of the Larynx and 
Methods of Approach including Lynch Suspen- 
sion” and “Radical External Sinus Operations”; 
Dr. Meyer Wiener, Coronado, Calif., “Medical 
Ophthalmology” and “Surgical Opthalmology”; 
Dr. Milton L. Berliner, New York City, “Slit 
Lamp Microscopy”; Dr. Wendell L. Hughes, 
Hempstead, N. Y., “Lid Reconstruction” and 
‘Personal Procedures in Ophthalmology.” 

wT 
WANTED: E.E.N.T. specialist in one of Florida’s 


most beautiful towns retiring, wishes successor. No cash. 
Write 69-30, P. O. Box 1018, Jacksonville. 


—s 


GENERAL PRACTITIONER desires location in Flor- 
ida. Competent. ethical, early fifties; city of 5,000 up, 
hospital facilities, east coast preferred; office lease, group, 
home residence combination or home. Write 69-31, P. O. 
Box 1018, Jacksonville. 
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Dr. DeWitt C. Daughtry has opened offices 
at 2300 Biscayne Boulevard, Miami, with practice 
limited to thoracic surgery and broncho-esopha- 
gology. Dr. Daughtry was formerly Chief of 
Thoracic Surgery at McGuire General Hospital 
in Richmond, Virginia. 

4 

Charles S. Haupt has been appointed Associate 
Director of the Bureau of Professional Relations 
of the College of Pharmacy of the University of 
Florida. He replaces L. W. Harrell, who resigned 
in September to enter the retail drug business in 
Palatka, Florida. 

Mr. Haupt is a graduate of the College of 
Pharmacy of Duquesne University. He is a regi- 
stered pharmacist in both Florida and Pennsyl- 
vania. Mr. Haupt has a long record of drug 
store experience, including eleven years as an 
owner. In World War II he served for six years 
in the U. S. Navy Hospital Corps, during which 
time he was awarded a certificate in Hospital 
Administration by the U. S. Naval Officers School. 

Since 1947 Mr. Haupt has been employed by 
the Veterans Administration as Rotating Pharm- 
acist, Assistant Chief, and Chief of the Pharmacy 
Division in Atlanta, Georgia. 


Sw 

Dr. Chester H. Murphy, Bartow, explained the 
advances that the science of medicine has made 
in the past 100 years at a recent meeting of the 
local Rotary Club. 

In order to prove his point that medicine has 
progressed more in the last 100 years than in all 
times previous to that, Dr. Murphy delved rather 
extensively into the history of medicine and the 
medical profession. 


Sw 

Florida physicians who attended the Obstetric 
Seminar at the University of Georgia School of 
Medicine, in Augusta, December 12-16 are: A. F. 
Thomas, Cocoa; Lawton F. Douglass, Eustis; 
Lester L. Whiddon, Ft. Pierce; Walter E. Mur- 
phree, Gainesville; Elmer E. Leitner, E. Frank 
McCall, Irving J. Strumpf, Max Suter and Wal- 
ter Wilkins, Jacksonville; Bruce D. Carroll, Wil- 
liam M. Howdon, Homer L. Pearson, Jr., John T. 
Smedley and Richard F. Stover, Miami; Maurice 
J. Rose, Miami Beach; Leland H. Dame, Orlando; 
Joseph W. Douglas, Pensacola; William G. Meri- 
wether, Plant City; T. Paul Haney and Edward 
V. Pollard, St. Petersburg; Frank L. Quillman, 
Sanford and Oren A. Ellingson, Tampa. 





VotuME XXXVI 
NuMBER 8 

Dr. Webster Merritt of Jacksonville was the 
guest speaker at a recent meeting of the St. Au- 
gustine Historical Society and Institute of Science. 
Dr. Merritt is the author of a recently published 
history of medicine, “A Century of Medicine in 
Jacksonville and Duval County.” 


ya 
Dr. Howard G. Holland, Leesburg, and Dr. 
Carl D. Hoffman, Orlando, have returned to their 
practices following a brief journey to England by 
air to make a first hand study of state medicine 
as now being practiced in that country. 


wv 

Dr. W. Wardlaw Jones of Dade City presented 
to the local Kiwanis Club a review of his recent 
trip to Havana. Dr. Jones described various tours 
of the island including the Havana medical school 
where 3,000 students are in attendance. Only 
residents of Cuba are allowed to be students. He 
described the schools and hospitals as being mo- 
dern and progressive. 

loll 

Dr. Fred S. Gachet of Lakeland spoke to the 
Mothers’ Club of the Happy Hours School of 
Lake Wales recently. Dr. Gachet’s talk dealt 
primarily with problems of every day care of 
children. He outlined the normal developments 
of children from birth to age seven, including 
normal amounts of sleep and food. In response 
to questions, he discussed, among other things, 
speech difficulties and their causes and feeding 
problems. 

vw 

Dr. Frank G. Slaughter of Jacksonville was 
a guest speaker on December 13 at a luncheon 
meeting of the Woman’s Club in Starke. 


4 
Dr. Robert G. Neill of Orlando, a graduate of 
the Duke University School of Medicine, was the 
guest speaker at a dinner to celebrate Duke Uni- 
versity Day at the St. Petersburg Yacht Club. His 
topic was “The Role of the Brain Surgeon in the 
Relief of Pain.” 
a 
Dr. Millard P. Quillian of Bradenton presented 
to the local Rotary Club a summary of the quali- 
fications necessary for entrance to the average 
medical school. 
4 
Dr. Richard C. Cumming, Ocala, was the guest 
speaker at a recent Fellowship meeting of the local 
Parent Teachers Association. 
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ANNUAL CONVENTION 
April 23-26, 1950 
Hollywood Beach Hotel 
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The Southeastern Surgical Congress Post- 
graduate Assembly has announced its Eighteenth 
Annual Meeting for March 6-9, 1950, Washington, 
D. C. Included among the outstanding guest 
speakers on the program will be Dr. Louis M. 
Orr, II, Orlando, who will speak on cancer of the 
urinary bladder and Dr. Joseph S. Stewart, Miami, 
who will present a paper dealing with gastric re- 
sections and vagotomies. 





NEW MEMBERS 





The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Bell, Bernard T., St. Petersburg 

Benton, Curtis D., Jr., Ft. Lauderdale 

Bloch, Valentine, Miami 

Daughtry, DeWitt C., Miami 

Exum, William A., Ft. Lauderdale 

Futterman, Saul G., Miami 

Griffin, George W., Orlando 

Hyde, Robert T., Atlantic Beach 

Osterhout, Gail M., Inverness 

Simpson, Morrell, St. Petersburg 

Spicola, Louis A., Tampa 

Steinberg, Benjamin L., Lake City 

Wells, Samuel M., Jacksonville 





COMPONENT SOCIETY NOTES 





Alachua 
Officers of the Alachua County Medical So- 
ciety for 1950 are Dr. Stuart D. Scott, president, 
and Dr. Henry H. Graham, secretary-treasurer. 
Elections were held at the regular December 
meeting. 
a 
Bay 
The Bay County Medical Society, at its an- 
nual election of officers in December, elected Dr. 
Daniel M. Adams, Jr., as president for 1950. 
Other officers to serve with Dr. Adams are Dr. 
Charles H. Daffin, vice president, and Dr. Jack 
Corbitt, secretary-treasurer. 
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Brevard 

Dr. Arthur C. Tedford of Melbourne has been 
chosen as president for 1950 of the Brevard Coun- 
ty Medical Society. Dr. Allen E. Kuester of 
Cocoa was elected vice president and Dr. Theo- 
dore J. Kaminski of Melbourne was re-elected as 
secretary-treasurer. 

Zw 
Columbia 

At the regular December meeting of the Col- 
umbia Medical Society, officers were elected for 
the year 1950. Dr. Robert B. Harkness of Lake 
City was re-elected president, and Dr. Sybill Cor- 
bett of Jasper was re-elected vice president. Dr 
Thomas H. Bates of Lake City was re-elected 
secretary-treasurer. 

aw 
Dade 

Dr. Donald W. Smith of Miami will serve as 
president of the Dade County Medical Association 
for the coming year, succeeding Dr. John D. Mil- 
ton, president for 1949. Dr. Smith has served the 
past year as president-elect in accordance with 
the Association’s policy. Dr. Jack Q. Cleveland 
of Coral Gables has been named president-elect 
for 1950. Other officers who will serve during the 
coming year are Dr. Edward W. Cullipher, Miami, 
vice president, Dr. Reuben B. Chrisman, Jr., 
Miami, secretary and Dr. Ralph S. Sappenfield, 
Miami, treasurer. 

Among the first activities performed by Dr. 
Smith, as the new president, was to hold a meet- 
ing of the Association’s public education commit- 
tee and its public relations chairman with repre- 
sentatives of the local newspapers on December 8. 

aw 

DeSoto-Hardee-Highlands-Charlotte-Glades 

At the regular December meeting of the De- 
Soto-Hardee-Highlands-Charlotte-Glades County 
Medical Society, the 1950 officers were elected. 
They are Dr. Roland W. Banks of Wauchula, 
president; Dr. Wesley S. Pyatt of Bowling Green, 
vice president; and Dr. James G. Smith, Jr., of 
Wauchula, secretary-treasurer. 

aw 
Duval 

Dr. James L. Borland was elected president of 
the Duval County Medical Society for 1950 at the 
regular meeting held on December 6. The officers 
who will assist the president in 1950 will include 
Dr. Charles F. Henley, president-elect; Dr. Elmer 
E. Leitner, vice president; Dr. Samuel M. Day, 
Jr., secretary and Dr. A. Judson Graves, trea- 
surer. 
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At the meeting, Dr. Raymond R. Killinger, 
retiring president of the society, gave a short 
speech. 

One of the first functions of Dr. Borland as 
the new president was to appoint his cabinet 
members. 

Zw 
Escambia 

The 1950 officers of the Escambia County 
Medical Society were elected at the regular meeting 
in December. They are Dr. Jesse N. McLane, pres- 
ident; Dr. John C. McSween, Jr., vice president 
and Dr. Arthur J. Butt, Jr., secretary-treasurer. 


y— 4 
Hillsborough 
Officers elected to serve the Hillsborough 
County Medical Association for the year 1950 at 
the December meeting are Dr. David R. Murphey, 
Jr., president; Dr. Renfro R. Duke, president- 
elect; Dr. Harold G. Nix, vice president; Dr. 
Herschel G. Cole, secretary, and Dr. Joseph A. 
Pendino, treasurer. Members of the board of 
censors and committee chairmen were elected at 
the meeting. 
Zw 
Indian River 
The Indian River County Medical Society 
held an election of officers at its regular monthly 
meeting in December to serve during the year 
1950. Dr. Melton D. Council of Vero Beach was 
elected president, and Erasmus B. Hardee of 
Vero Beach was elected vice president. Dr. Wil- 
liam L. Fitts, 3rd, was re-elected secretary-trea- 
surer. 
Zw 
Jackson 
At the December meeting of the Jackson Coun- 
ty Medical Society, officers for the year 1950 were 
elected. Dr. James T. Cook, of Marianna was 
elected president, Dr. Jasper B. Dowling of Altha, 
vice president, and Francis M. Watson of Marian- 
na, secretary-treasurer. 


-— 2 

Lee 
The following members were elected officers 
for the coming year at the regular meeting of the 
Lee County Medical Society in December: Dr. 
Walter B. Clement of Punta Gorda, president; 
Dr. Joseph D. Brown of Fort Myers, vice presi- 
dent; and Dr. Roscoe S. Maxwell of Punta Gorda, 


secretary-treasurer. 
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Leon-Gadsden-Liberty-Waukulla-Jefferson 
Dr. J. Lloyd Massey is the newly-elected 
president of the Leon-Gadsden-Liberty-Wakulla- 
Jefferson County Medical Society. Dr. Jchn T. 
Benbow of Chattahoochee was elected vice presi- 
dent for 1950, and Dr. Edward C. Love, Jr., of 
Quincy was re-elected secretary-treasurer. 
aw 
Madison 

Officers elected to serve the Madison County 
Medical Society during 1950 include: Dr. 1 ugene 
D. Thorpe, president, and Julian M. DiiRant, 
secretary-treasurer. 


Pa 


Manatee 
At the December meeting of the Manatee 
County Medical Society the following officers 
were elected to serve in 1950: Dr. Joseph A. Gib- 
son of Palmetto, president; Dr. Millard P. Quil- 
lian of Bradenton, vice president; and Dr. Mar- 
jorie L. Warner of Bradenton, secretary-treasurer. 


Pa 

Marion 
The following 1950 officers were elected at the 
December 21 meeting of the Marion County Medi- 
cal Society: Dr. Richard C. Cumming, president; 
Dr. Jack M. Waldrep, vice president; and Dr. 
Bertrand F. Drake, secretary-treasurer, all of 


Ocala. 
-— 2 


Monroe 

The Monroe County Medical Society elected 
Dr. Herman K. Moore as its president for 1950. 
Other officers selected for the coming year are Dr. 
Joseph L. G. Lester, Jr., vice president; Dr. Wal- 
lace H. Mitchell, secretary and Dr. Allen S. Shep- 
ard, treasurer. 

At a recent meeting held at the Monroe Coun- 
ty Hospital, Key West doctors were privileged to 
listen to a talk by Brig. General Wallace H. Gra- 
ham, M.D., U. S. A. F., personal physician to 
President Truman. Guests at the meeting includ- 
ed medical officers from the Naval Hospital, 
nurses and a visiting physician from New York 
City. Immediately preceding Dr. Graham’s talk, 
Dr. Ralph Herz gave a paper on “Appendicitis 


in the Aged.” 
Zw 


Nassau 
Officers elected to serve the Nassau County 
Medical Society during 1950 include: Dr. David 
G. Humphreys of Fernandina, president, and Dr. 
John W. McClane of Fernandina, secretary- 
treasurer. 
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Orange St. Johns 

At the regular December meeting of the Orange The newly-elected officers of the St. Johns 

County Medical Society, the following officers County Medical Society are as follows: Dr. S. 

were elected for the year 1950: Dr. Hollis C. Raymond Cafaro, president; Dr. Robert D. 


Ingram, president; Dr. Fred Mathers, president- 
elect; Dr. William S. Mitchell, vice president; Dr. 
Gerald W. Jones, secretary; and Dr. Joseph C. 
Hayward, treasurer. 
vw 
Palm Beach 


The following officers for 1950 were elected by 
the membership of the Palm Beach County Medi- 
cal Society at the December meeting: Dr. Char- 
les McD. Harris, Jr., of West Palm Beach, presi- 
dent; Dr. Ralph M. Overstreet, Jr., of West Palm 
Beach, president-elect; Dr. Alvin E. Murphy of 
Palm Beach, vice president; Dr. Cecil M. Peek 
of West Palm Beach, secretary; and Dr. Frederick 
Kk. Herpel of West Palm Beach, treasurer. 

4 
Pasco-Hernando-Citrus 

Dr. S. Carnes Harvard of Brooksville is the 
newly-elected president of the Pasco-Hernando- 
Citrus County Medical Society. Other officers 
elected to serve with Dr. Harvard during 1950 are 
Dr. Gail M. Osterhout of Inverness, Ist vice presi- 
dent; Dr. Frank J. Farley of Dade City, 2nd vice 
president; and Dr. W. Wardlaw Jones of Dade 
City, secretary-treasurer. 

ya 
Pinellas 


The 1950 officers for the Pinellas County 


Medical Society are listed in the December 
Journal. 

a2 

Polk 


At its regular business meeting on December 
4, the Polk County Medical Society held its an- 
jual election of officers. Those elected to office 
vere Dr. Emmett E. Martin of Haines City, presi- 
lent; Dr. Wylie L. Tillis of Lakeland, vice presi- 
lent; Dr. John W. Vaughn of Lakeland, secretary- 
treasurer. Also elected were the various standing 
ommittee chairmen and members of the board 
f censors. 

sw 
Putnam 


Dr. Grover C. Collins was re-elected as presi- 
lent of the Putnam County Medical Society for 
1950 at the December meeting. Dr. Lawrence 


G. Hebel was re-elected secretary-treasurer. 


Harris, Jr., vice president; Dr. Joseph A. Shelley, 
secretary; Dr. A. Clark Walkup, treasurer. 
vw 
St. Lucie-Okeechobee-Martin 


The newly-elected president of the St. Lucie- 
Okeechobee- Martin County Medical Society is Dr. 
Steve R. Johnston of Ft. Pierce. Other 1950 of- 
ficers are Dr. Julian D. Parker of Stuart, vice 
president and Dr. Adrian M. Sample of Ft. Pierce, 
secretary-treasurer. 

sa 
Sarasota 

Dr. Talmadge S. Thompson of Venice will 
serve the Sarasota County Medical Society in the 
capacity of president for the year 1950. The 
officers elected to serve with him are Dr. A. Lamar 
Matthews, Jr. of Sarasota, vice president; and Dr. 
Millard B. White of Sarasota, secretary-treasurer. 

aw 
Seminole 

The officers for the year 1950 of the Seminole 
County Medical Society were elected at the Dec- 
ember meeting. Dr. Charles L. Park was elected 
president, and Dr. Thomas F. McDaniel was elect- 
ed vice president. Dr. Frank L. Quillman was 
again re-elected secretary-treasurer. 

a 
Suwannee 


At the regular monthly meeting of the Suwan- 
nee County Medical Society in December, officers 
were elected for the year 1950. Dr. Irby H. Black 
was elected president and Dr. J. Dillard Workman 
was elected secretary-treasurer. 

aw 
Volusia 

The Volusia County Medical Society officers 
for 1950 are Dr. Eric H. Lenholt of Daytona 
Beach, president; Dr. William C. Chowning of 
New Smyrna Beach, vice president; Dr. Robert 
L. Miller of Daytona Beach, secretary-treasurer. 

Zw 
Walton-Okaloosa 

New officers of Walton-Okaloosa County 
Medical Society include Dr. Allen A. Enzor of 
Crestview, president; Dr. Edgar H. Myers of 
DeFuniak Springs, vice president; and Dr. Arthur 
G. Williams, Jr., of Valparaiso, secretary-treasurer. 
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Charles Kramer Farber 


Dr. Charles Kramer Farber of St. Petersburg 
died on Dec. 6, 1949. He was 72 years of age. 


A native of Ohio, Dr. Farber was born in 
Cleveland on Sept. 17, 1877 and received both his 
academic and medical training in that city. 
Upon graduation from the Cleveland-Pulte Medi- 
cal College in 1902, he taught in that institution 
for four years. At one time he was city physician 
of Cleveland. 

Following a severe illness, Dr. Farber located 
in St. Petersburg in 1913 and continued the prac- 
tice of medicine there until the time of his death 
thirty-six years later. Locally, he was a member 
of the Mirror Lake Christian Church and of the 
Odd Fellows Lodge. 

Dr. Farber was a member of the Pinellas Coun- 
ty Medical Society, the Florida Medical Associa- 
tion and the American Medical Association. 


Bo a 
Julius Abraham Oshlag 


Dr. Julius Abraham Oshlag of Miami Beach 
died suddenly on Nov. 9, 1949 at the age of 43 
years. 

Born in New York City in 1906, Dr. Oshlag 
was graduated from the New York University 
College of Medicine in 1930. He engaged in 
active practice in New York City and was on the 
staff of Post Graduate Hospital until he entered 
military service in 1942. 

After receiving a medical discharge from the 
Navy in 1943, he entered the United States Public 
Health Service at Mobile, Ala., and served in that 
organization until January 1946. Learning that 
there was dire need for a physician in Key West, 
he then voluntarily took up practice there, having 
obtained his Florida license in 1943. 

During the short time that Dr. Oshlag prac- 
ticed his specialty of internal medicine in Miami 
Beach he was active in the Alton Road Hospital, 
St. Francis Hospital, Children’s Cardiac Home and 
the newly developing Mt. Sinai Hospital. He was 
particularly interested in the Miami Heart Associ- 
ation and had for months worked on a brochure 
soon to be published by that association as a guide 
for persons with cardiac disease. 
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Dr. Oshlag was a member of the Dade County 
Medical Association and the Florida Medical Asso- 
ciation, and was a fellow of the American Medi- 


cal Association. 


Surviving are the widow, Juliet Neustadtl 
Oshlag, and two daughters, Dorothy and Frances. 


Robert Eldon Repass 


Dr. Robert Eldon Repass of Miami died on 
Oct. 27, 1949 at the Veterans Administration 
Pratt General Hospital in Coral Gables, where he 
had been a patient since May of that year. He 
was 67 years of age. 


A native of Indiana, Dr. Repass was born in 
Augusta on Sept. 18, 1882. He received his medi- 
cal degree from the Indiana Medical College, 
School of Medicine of Purdue University in In- 
dianapolis in 1906 and practiced medicine in that 
city until he came to Ft. Lauderdale in 1926. 
Two years later he located in Miami and prac- 
ticed the specialty of ophthalmology and otolaryn- 
gology there until his retirement more than three 
years ago. He served on the staffs of the St. 
Francis, Jackson Memorial and Victoria hospitals. 


During World War I Dr. Repass served over- 
seas as medical officer of the 301st Heavy British 
Tank Unit. A member of the American Legion, 
he also was affiliated with the Forty and Eight 
and the Veterans of Foreign Wars. He was 
a Scottish Rite Mason and a member of Murat 
Shrine Temple of Indianapolis. 


Dr. Repass was a member of the Dade County 
Medical Association and held membership in the 
Florida Medical Association for twenty-four years, 
the last four years as an honorary member owing 
to ill health. He was a fellow of the American 
Medical Association and a member of the Ameri- 
can Academy of Ophthalmology and Otolaryn- 
gology. 


Survivors include the widow, Mrs. Claire 
Rentick Repass; a son, Robert E. Repass of Ashe- 
ville, N. C.; three brothers, a sister and three 
grandchildren. 
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TO THE 


FLORIDA MEDICAL ASSOCIATION 
OFFICERS 
Mrs. Cuartes F. Henvey, President........ Jacksonville 
Mrs. James L. AnpERSON, President-elect........-- Miami 
Mrs. Letanp F. Cariton, Ist Vice Pres.........-- Tampa 


Mrs. C. Ropert DeArmas, 2nd Vice Pres..Daytona Beach 
Mrs. M. Austin Lovejoy, 3rd Vice Pres... #t. Lauderdale 
Mrs. Ernest W. ExerMeyer, 4th Vice Pres... Tallahassee 


Mrs. C. Russett Morcan, Jr., Recording Sec’y....Miams 
Mrs. Crarence D. Rotiins, Correspdg. Sec’y.Jacksonville 
Mrs. Wywie L. Tiruts, Treasurer.........+.-++ Lakeland 
COMMITTEE CHAIRMEN 
Mrs. Donatp M. Batpwin, Editorial........ Jacksonville 
Mrs. re E. Parmuey, Finance............ Winter Haven 
Mrs. THlarrison G. Parmer, Hygeia........- St. Petersburg 
Mrs. Sipney G. Kennepy, Jr., Legislation...... Pensacola 
Mrs. Herscuer G. Core, Public Relations......... Tampa 
Mrs. Cnuester H. Murpuy, Reference............ Bartow 
Mus. Joun E. Matnes, Jr., Student Loan...... Gainesville 
Mrs. Tuomas C. Kenaston, Program.............- Cocoa 
Mrs. Gorvon H. Ira, Historian...........+.. Jacksonville 
Mrs. Leranp F. Car_ton, Organization........... Tampa 
Mrs. Lestie M. Jenkins, Parliamentarian......... Miamt 
Mrs. H. Quiriian Jones, Bulletin............. Ft. Myers 


Mrs. Joun F. Lovejoy, State Bulletin Editor. Jacksonville 
Mrs. Ricnarpv F. Stover, Romance of Medicine... Miami 
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Annual Meeting of Southern Auxiliary 


The 25th Anniversary Meeting of the South- 
ern Auxiliary was held at the Sinton Hotel, Cin- 
cinnati, Ohio with the Campbell-Kenton County 
Doctors’ wives of Kentucky as hostesses. The 
program included the executive board breakfast 
and a general meeting the morning of November 
15, a beautifully appointed and served tea on the 
afternoon of November 15 with the hostesses serv- 
ing, a general meeting and luncheon on November 
16. The meeting closed after this luncheon and 
Mrs. R. C. Haynes, newly installed president, 
opened the new year with an executive board 
breakfast on November 17. 


Mrs. Joseph Kelso, president, presided at all 
meetings and reported that she had _ visited 
wherever possible covering nine state meetings 
during her term of office. Reports of the officers 
and chairmen of committees showed an increased 
enthusiasm and participation in the projects of the 
Auxiliary. 


The annual luncheon was honored with the 
presence of Mrs. David Allman, president of the 
American Medical Association Auxiliary, Mrs. 
Arthur H. Herold, president-elect of the American 
Medical Association Auxiliary, Dr. Ernest E. Irons, 
president of the American Medical Association, 
Dr. Elmer L. Henderson, president-elect of the 
American Medical Association, Dr. Oscar B. Hunt- 
er, president of the Southern Medical Association 
and Dr. Hamilton W. McKay, president-elect of 
the Southern Medical Association. Dr. Henderson 


From where I sit 


by Joe Marsh 









Sure You Haven’t a 
“Blind Spot’? 


As I was driving down Main Street 
last Saturday, another car swung 
out right in front of me. It turned 
out to be Buck Blake. He wasn’t going 
fast. It was just that he had something 
else on his mind at that particular 
moment. 


Buck’s really one of the nicest fel- 
lows I’ve ever known. But, sometimes 
he gets to day-dreaming on the road. 
He sort of gets a “‘blind spot’”’ to what’s 
going on about him! 


Now, lots of normally considerate 
folks have their “blind spots.” It 
could be anything from day-dreaming 
while driving a car to humming out 
loud at the movies. 


From where I sit, it’s mighty im- 
portant to be on guard against your 
own “blind spots.” The other fellow 
has a right to his “‘share of the road,”’ 
too—whether it’s having a taste for a 
temperate glass of sparkling beer or a 
desire to listen to some classical music 


if he wants to. 





Copyright, 1949, United States Brewers Foundation 





FOR RENT 


OFFICE SUITES (550 sq. ft. in each) 
consisting of waiting room, private 
office, consultation room, examina- 
tion room, laboratory and X-ray dark 
room. 

Entire Building new and designed 
especially for Medical Doctors and 
Dentists. 

Clearwater offers wonderful profes- 
sional opportunities and is one of 
Florida's ideal cities for year ‘round 
living. 

Phone or write 


SHANNON & FISCHER, Realtors 
CLEARWATER, FLORIDA 








BISCAYNE HOSPITAL 


6339 Biscayne Blvd. 
MIAMI 38, FLORIDA 


Members of the Dade County 

Medical Association are ac- 

quainted with the high type 
of service rendered. 


David Collins, Superintendent 


Registered, American Medical Association 


Phone 7-4544 
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and Mrs. Allman addressed the guests and urged 
the necessity of each county organization taking 
its part in the fight against socialized medicine. 
Dr. Henderson reminded us that he was not fight- 
ing nor were we fighting against socialization of 
medicine alone but against socialization of our 
entire life. Mrs. L. S. Thompson, Dallas, Texas, 
newly elected and installed president-elect and 
historian for the year gave a history of the 25 
years of the organization and past presidents were 
recognized along with chartered members. The 
Southern Auxiliary acknowledged with grateful 
thanks the entertainment of the ladies of Camp- 
bell-Kenton County. 

vw 

The Woman’s Auxiliary to the Leon-Gadsden- 
Liberty-Wakulla-Jefferson County Medical So- 
ciety met on Thursday, November 10, at the 
Florida State Hospital with the Chattahoochee 
members as hostesses. Guest speaker for the 
afternoon was Julian Davis, psychologist at the 
Florida State Hospital, who gave a most interest- 
ing paper on “The Meaning of Physical Illness to 
Children.” 

The president, Mrs. M. R. Clements, reported 
on the board meeting she attended in Jacksonville. 
Plans are being made for a ‘Doctors’ Day” pro- 
gram to be held in April. 
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Make Reservations Early 
Hollywood Beach Hotel 
Seventy-Sixth 
Annual Convention 
Hollywood, 

April 23-26, 1950 
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BOOKS RECEIVED | 


LIFE AMONG THE bDocTorsS. By Paul de Kruif. Price, 
$4.75. Pp. 470. New York: Harcourt Brace and Com- 
pany, 1949. 

Dr. Paul de Kruif, probably America’s best known 
popularizer of medical science, remains the melodramatist in 
this his eleventh book on medicine. With characteristic 
breathless, emotional appeal which has impressed the pub- 
lic in the past, he presents in fourteen long chapters lively 
biographic sketches of research medicos, from Dr. Alvin 
F. Coburn investigating rheumatic fever to Dr. O. C. 
Wenger campaigning in wholesale fashion against venereal 
disease. He portrays them all as fighting heroes trying 
desperately to save lives despite the scheming of “villians 
in medical societies or high government places.” In fact, 
he waxes well nigh maudlin at times over their life-saving 
in defiance of “medical authority,” which authority, inci- 
dentally, he does not name. Naturally, he stirs the reader 
with tales of genius in conflict with chicanery, envy and 
obtuseness — the main protagonist often being the smug- 
ness of “organized medicine.” 

As with his past writings, this dramatic, fighting book 

will no doubt spur many patients to ask their physicians 
why they are not using the remedies and technics he ex- 
tols —a kind of prodding not popular with the doctors. It 
may, of course, multiply the unsubmissive patients who 
think they know more than their physician does, and it 
may increase the clamor for new and improved remedies 
in the hands of obscure researchers. 
. Too, the book may “do much for the doctors,” as Dr. 
E. L. Henderson, President-Elect of the American Medical 
Association, stated when endorsing it. Certainly it should 
stimulate the profession to make it impossible for an in- 
telligent and sympathetic insider to make such a sincere 
and fervent attack. It could do so by leading its members 
to make “a major effort to educate medical and science 
writers in the whole truth of the physician’s awesome re- 
sponsibility for life and death.” 

Dr. de Kruif, himself not a physician —his Ph.D. is 
in bacteriology — has lived so long and so intimately in 
the world of medical research that he is now described as 
a pundit who dares to disagree with medical authority in 
matters of policy, and he has many times embarassed the 
profession by spreading his enthusiasms for new discov- 
eries to the millions prematurely from the doctor’s view- 
point. Recently, however, he has offered to help the Amer- 
ican Medical Association in its fight against socialized 
medicine, and the medical profession may well be glad to 
have an author of his achievements in the fight on the 
right side. 





24 


THe Compleat PEDIATRICIAN, PRACTICAL, DIAGNOSTIC, 
THERAPEUTIC AND PREVENTIVE Peptatrics. By Wilburt C. 
Davison, M. D. Ed. 6. Price, $4.75. Pp. 300. Durham, 
N. C.: Duke University Press, 1949. 

This uniquely arranged and comprehensive up-to-date 
digest of pediatric knowledge represents an effort to com- 
bine in one volume for ready reference the information 
usually found in several. Emphasis on symptoms and 
signs as clues, rather, than on description, makes this sixth 
edition of this deservedly popular book of more _prac- 
tical value perhaps than a systematic textbook. The au- 
thor, who is professor of pediatrics at Duke University 
School of Medicine and pediatrician at Duke Hospital, 
emphasizes the twofold nature of pediatrics: (1) the ap- 
praisal of normal children and the necessity of keeping 
them normal, based on a knowledge of growth, develop- 
ment and prevention, and (2) the recognition of ill chil- 
dren, their diseases and what to do for them. 

This veritable storehouse of reliable pediatric informa- 
tion offers the progressive physician an invaluable aid. 
It has been aptly described as all a doctor needs to know 
about pediatrics and is intended for medical students, 
interns and general practitioners as well as pediatricians. 
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Cook County Graduate Schoo! of Medicine 


ANNOUNCES CONTINUOUS COURSES 
SURGERY— Intensive Course in Surgical Technique, 
Two Weeks, starting February 20, March 20. Surgical 
Technique, Surgical Anatomy & Clinical Surgery, Four 


Weeks, starting February 6, March 6. Basic Principles 
in General Surgery, Two Weeks, eeeting | April 3. Per- 
sonal Course in General Surgery, Two Weeks, starting 
April 17, Surgery of Colon & Rectum, One Week, 
starting March 6, April 10. Reoghageat Surgery, One 
Week, starting a 5. Breast & Thyroid Surgery, One 
Week, starting June 26. Thoracic Surgery, One Week, 
starting June 12. Gallbladder Surgery, Ten Hours, 
starting April 24. Fractures and Traumatic Surgery, 
Two Weeks, starting March 20. 

GYNECOLOGY —lIntensive Course, Two Weeks, starting 
pated 20, March 20. Vaginal Approach to Pelvic 

urgery, One Week, starting March 6. 

OBS TETRICS—intensive Course, Two Weeks, starting 
March 6, April 3. 

PEDIATRICS—Intensive Course, Two Weeks, starting 
April 3. Personal sean in Cerebral Palsy, Two 
Weeks, starting July 31. 

MEDICINE—Intensive General Course, Two Weeks, 
starting April 24. MiectonaneCngeety & Heart Dis- 
ease, Four Weeks, santas March 13 fematology, One 
Week, starting me f- Gastro-Enterology, Two Weeks, 
starting May 15 iver & Biliary Diseases, One Week, 
starting June 5. Gastroscopy, Two Weeks, starting 
March 6, May 15. 

DERMATOLOGY—Formal Course, Two Weeks, starting 
May 8. Informal Clinical Course every two weeks. 

UROLOGY—Intensive Course, Two Weeks, starting 
April 17. Cystoscopy, Ten Day Practical Course, every 
two weeks. 

GENERAL, INTENSIVE AND SPECIAL COURSES 
IN ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES. 

Teaching Faculty: 

Attending Staff of Cook County Hospital 
Address: 

Registrar, 427 South Honore Street, 
Chicago 12, Mlinois 














Makes it easy to 
administer adequate 
amounts of vitamin C to 
infants and young children. 
Each drop supplies 5 mg. 
of vitamin C. 

CEVEX may be added to 
milk, fruit juices, or food. 
To ensure that your patients 
receive the vitamin C drop 
that is Council accepted 


cal 
oy \t Peorvich ay 
WING Dry ORAW 
CONTA witht 


Votume XXXVI 
NuMBER & 


GOLDEN JUBILEE WORLD TRIBUTE TO DR. SIDNEY V. HAAS. 
By The Committee for the Golden Jubilee Tribute to Dr. 
Sidney V. Haas. Pp. 38. 

This book tells the story of the worldwide tribute paid 
to Dr. Sidney V. Haas of New York on the occasion of 
his completion of fifty years of medical practice. This 
noted pediatrician was honored at this time for pioneering 
contributions to pediatrics, particularly his discovery of 
the therapeutic value of the banana diet in the treatment 
of celiac disease and his introduction of the atropine 
therapy for the hypertonic infant. Contained in the book 
are a brief biographic sketch of Dr. Haas, a list of his 
published papers on pediatrics, excerpts from the speeches 
made at the luncheon in his honor, a list of the guests 
present, excerpts from some of the letters contributed to 
the Golden Book of Tributes and a complete list of those 
who sent them. The Committee for the Golden Jubilee 
Tribute to Dr. Sidney V. Haas, whose address is Room 
609, 730 Fifth Ave., New York 19, N. Y., hopes that the 
little book will foster wider understanding of the impor- 
tance of pediatrics and of Dr. Haas’ great contributions 
to the field. 
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ACUTE LARYNGOTRACHEOBRONCHITIS. By A. Harry Neff- 
son, M.D. Price, $5.00. Pp 197. New York: Grune & 
Stratton, 1949. 

Although thirty years have elapsed since the medical 
profession was awakened to the realization that acute 
laryngeal obstruction—then known as “croup’”—could be 
caused by infections other than diphtheria, there remains 
today much confusion and argument about fundamental 
conceptions of laryngotracheobronchitis. This book meets 
the need for a comprehensive and yet detailed description 
of its various aspects, dissipates some of the clouds of 
confusion at present prevailing and offers the puzzled 
practitioner a full and practical answer to his individual 
problems. It should enable the general practitioner, the 
pediatrician and the laryngologist to gain a clearer under- 
standing of this disease and thus be better equipped to 
deal with it. 

Whereas at one time patients with laryngotracheo- 
bronchitis were the sole responsibility of the laryngologist, 
the advent of the sulfonamides and the antibiotics has 
given impetus to the tendency for pediatricians to assume 
the direction in the handling of these patients. Accord- 
ingly, one chapter of the book is devoted to a discussion 
of the role and the limitations of the family doctor, the 
pediatrician and the otolaryngologist, with some practical 
suggestions for treatment in the home and warning signals 
cf impending danger, which call for hospitalization and 
the help of an endoscopist. 
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ANNUAL CONVENTION 
HoLLy woop 
April 23-26, 1950 
HEADQUARTERS: 


Hollywood Beach Hotel 


Make your reservations early 














